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T OO few physicians recognize and appreciate 

the splendid cultural background which is 
furnished by an adequate knowledge of the 
history of their profession, and for this reason, 
the great medical historians of the world are 
by no means so well-known to them as they 
should be. 

Among the great names which have 
adorned the roster of those who have devoted 
their lives to the pursuit of this scholarly 
specialty, that of Dr. Garrison stands very 
high and heads the list of the medical his- 
torians of the United States. 

On November 5, 1870, in Washington, D. C., 
a son was born to John R. and Jennie (Davis) 
Garrison, and they named him Fielding 
Hudson. 

After the usual elementary education, 
young Fielding entered Johns Hopkins Uni- 
versity, from which he was graduated as a 
Bachelor of Arts in 1890. He then went to 
Georgetown University School of Medicine, 
Washington, from which he received his Doc- 
torate in Medicine in 1893. 

His interest in medical history and bibliog- 
raphy had, however, begun during his under- 
graduate days at Baltimore, and in 1889 he 
was appointed assistant librarian at the Army 
Medical Library (Surgeon General’s Library) 
in Washington, which has been aptly called, 
“America’s outstanding contribution to med- 
ical science.” This position he held for thirty- 
three years—until 1922. 
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His tremendous literary labors began in 
1903, when he became co-editor of the “Index 
Medicus,” a medical bibliographic record of 
world-wide importance and reputation. Dur- 
ing the early years of this work, Dr. Garrison 
frequently worked eighteen hours at a stretch 
in correlating the immense amount of material 
which had to be embodied. In 1912 he became 
the Editor of the Index, and so continued 
until that famous publication was affiliated 
with the “Quarterly Cumulative Index,” 
which for some years had been published by 
the American Medical Association. Of this 
combined publication, the “Quarterly Cumu- 
lative Index Medicus,” he was associate editor 
until 1929. 

When the United States entered the War, 
in 1917, Dr. Garrison was commissioned a 
major in the Medical Reserve Corps and 
ordered to active duty; received a lieut. 
colonelcy in the Regular Army in 1920; and 
was retired, as a colonel, for disability, in 
1930. He remained on duty in the Army Med- 
ical Library most of the time, but was sta- 
tioned, for certain periods, at various camps, 
where he collected material for the monu- 
mental medical history of the World War. He 
served in the Philippines from 1922 to 1924. 

In 1925 he was appointed consulting libra- 
rian of the New York Academy of Medicine; 
and in 1930 was made librarian of the splendid 
Welch Medical Library at Johns Hopkins 
University School of Medicine, where he was 
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also resident lecturer in the history of medi- 
cine. These positions he held until his un- 
timely passing, on April 18, 1935, at the 
relatively early age of 64 years. 

Colonel Garrison was an affiliate fellow of 
the American Medical Association, a past- 
president of the American Association for the 
History of Medicine, a fellow of the American 
College of Surgeons and a member of the 
history section of the Royal Society of Medi- 
cine, of London, Eng., and of medical societies 
in Germany and France. His book, “An Intro- 
duction to the History of Medicine,” first 
published in 1913 (fourth edition, 1928), is 
recognized as a classic throughout the civil- 
ized world. He was also the author of many 
monographs and articles on various historical 
and cultural subjects, and a popular and 
highly esteemed lecturer. 

One phase of Col. Garrison’s tremendous 
and important activities has been generally 
overlooked. He was an authority on the nine- 
teenth century musical composers, particu- 
larly on Brahms, whom he looked upon as 
the prince of them all. 

With his passing from among us, medical 
history has lost one of its most illustrious 
votaries, and his personal friends are deprived 
of the companionship of a genial, scholarly 
and gracious man. It will be long before his 
like appears again, and the members of the 
profession which he adorned will be well 
advised to make more general use of the 
priceless heritage which he left to the world. 

—_——_——_e-———__——_—" 


Adequate leisure activity should be of a nature to 
widen continually the area of one’s interest—H. A. 
OVERSTREET. 


—_e—_——_ 


Living Too Long 

W HILE life is generally looked upon as the 

greatest of blessings and something to be 
held on to until the last possible minute and 
at any cost, such a view of the matter is by 
no means always a sound and true one, as is 
suggested by the appalling number of sui- 
cides during the past few years. As a matter 
of fact, there are a number of circumstances 
in which it is entirely possible for a man to 
live too long. 

When a man’s usefulness, to himself and to 
other people, has come to an end, there is 
little reason why he should go on living; but 
there are few who recognize this condition in 
themselves. When one is suffering from an 
incurable, incapacitating and distressing mal- 
ady, the reason for continued existence is 
sometimes hard to find; but “hope springs 
eternal in the human breast,” and even if a 
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man in such circumstances wants to die, the 
doctors, as a rule, will not permit him to do 
so until the possibilities of their ministrations 
have been exhausted. When a man’s mind 
has ceased to function, there seems little ex- 
cuse for his continuing to live as a mere 
vegetable; but most such people seem to de- 
rive some sort of pleasure from such a life- 
in-death. 

The people who seem most eager to lay 
aside their physical bodies by committing 
felo de se are those whose distresses are 
chiefly psychic and generally classifiable as 
some form of fear—fear of poverty, of dis- 
grace, of loneliness, and the like. 

Those who will keep their minds and bodies 
healthy, active and useful, but still live a sane 
and moderate life; who will keep hold of their 
enthusiasms and interests; who will work 
regularly, sincerely and purposefully; and 
who will consistently take thought and action 
for the happiness and welfare of other people, 
are very unlikely to live too long, either in 
their own opinions or in that of others. 

What can the medical profession do in the 
cases of those who have lived too long? Under 
present circumstances, when such a condition 
is fully developed, nothing. It can, however, 
do much to prevent such crises from coming 
to pass, by educating the people in the prin- 
ciples of rational living; by helping them to 
keep their bodies and minds in good working 
order; by showing those who are not prepared 
for parenthood how to keep from embarking 
upon that career unintentionally and prema- 
turely; and, in general, by helping men and 
women to develop into adequate human 
beings who, in addition to being able to take 
care of themselves, will be able to contribute 
something to the general welfare and to co- 
operate effectively with their fellows. 

sereneeeaigntanmpee 


For a long life, be moderate in all things; but don’t 
miss anything.—Dr. Apo.tr Lorenz. 


jieenteaiaptndlicniieeammeitns 


Hyperinsulinism 
= the practice of every physician who is 
actually treating patients, and in the fami- 
lies of a considerable number of them, will be 
found individuals who, without any adequate 
cause, suffer from periods of unexplainable 
irritability or weakness or “the blues”; who 
feel “all in” in the middle of the afternoon 
and are really fit to live with only after they 

have eaten a substantial dinner. 
Among these are likely to be found a rather 
high percentage af young women who, in 
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order to keep their lissom figures, breakfast 
on a slice of toast and a cup of tea and lunch 
on a salad and a few crackers; or, on the 
other hand, those stout ones who declare that 
they “scarcely eat enough to keep a bird 
alive” (at the table), but who, from morning 
to night, are munching on candies, ice cream, 
milk-shakes and other comestibles of high 
carbohydrate content and caloric value. 

It has become something of a proverb that 
few people are fit for ordinary social inter- 
course until they have breakfasted. 

With these thoughts in mind, it seems prob- 
able that any practicing clinician who will 
read carefully the leading article and the ab- 
stract in this issue, dealing with hyperinsulin- 
ism, will not require a great deal of time to 
discover that, among the people with whom he 
is dealing every day, there are several who 
are potential sufferers from this condition; 
and if he can prove that such is actually the 
case, and will deal with the situation prop- 
erly (it is not particularly difficult to do so, 
in most cases), he will win their sincere 
gratitude. 

Whatever our grandfathers might have 
thought about it, we of today are convinced 
that any medical man who would carelessly 
undertake to treat a fracture without the help 
of the x-rays; a case of syphilis without Was- 
sermann tests; a case of gonorrhea without 
the use of the microscope; or a case of dia- 
betes or nephritis without frequent urinaly- 
ses, is not worthy of his title. 

It now seems highly probable that, within 
the next five or ten years, the physician who 
attempts to treat any case of psychic disorder, 
from the mildest neurosis or irregularity of 
behavior to the severest types of psychosis, 
without the help of one or several blood-sugar 
studies, will be looked upon as a heedless 
blunderer who is no credit to his profession. 

In the milder cases of hyperinsulinism, 
which make up by far the larger group in 
this category, an intelligently planned and 
carefully individualized dietary regime will 
be all that is needed to set matters right. Even 
in the severe cases, the operation which is 
indicated (sub-total resection of the pancreas 
or the removal of a pancreatic tumor) is cer- 
tainly no more serious than those which are 
performed daily, for the relief of conditions 
which are less incapacitating than this one. 

In any case, every physician ought to study 
this question sufficiently to be able to make a 
tentative diagnosis of hyperinsulinism; have 
a few blood-sugar tests made, in suspicious 
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cases; and perform a few harmless therapeutic 
experiments. In this way only can he find 
out for a certainty how much real merit there 
is in the ideas of Seale Harris and some of 
the others who are actively exploring the 
possibilities of this relatively newly recog- 
nized clinical entity. 


——————-@-__——_—_- 


Never believe an experiment until it is checked by 
theory—Sirx ArtHuR EppiIncTon. 
ae 


Research and Prices 

T= are many thoughtless people (some 

of them even in the medical profession) 
who can be heard to remark that some of the 
newer and highly potent remedies are entirely 
too expensive; and this in spite of the fact 
that many of these drugs will produce a 
prompt, positive and harmless amelioration 
of symptoms which, formerly, could not be 
so satisfactorily relieved at any price. 

Think of the barbituric anesthetics and 
hypnotics; the purine diuretics; the highly 
developed arsenicals; the local anesthetics and 
analgesics; the serums, vaccines and non- 
reacting non-specific proteins; the remarkable 
endocrine products; and dozens of other 


things. All these are actually, grain for grain, 


decidedly costly; but relative to the comfort, 
safety and health which they bring, they are 
about the cheapest things we can buy. 

And in thinking of the actual cost of these 
medicaments, let us remember that most of 
them were discovered or invented by highly- 
trained chemists and pharmacologists, whose 
time and knowledge are so valuable that they 
must be paid for at a high price, working, 
over long periods of time, in the research 
laboratories of pharmaceutical manufacturers, 
and occasionally (but not very often) produc- 
ing a new compound which is safe enough 
and powerful enough to warrant its being 
placed on the market. 

Think of Ehrlich, who prepared 605 syn- 
thetic arsenicals before, at the 606th experi- 
ment, he produced Salvarsan, and 308 more 
before Neosalvarsan (or neoarsphenamine), 
914, came into being. Think of the months 
of field work along the Pacific coast, which 
had to be done, at heavy expense, before 
Haliver oil came to replace or supplement 
cod-liver oil in the treatment and prevention 
of the widespread and frequently disastrous 
deficiencies in vitamins A and D. These 
romantic adventures have been repeated in 
connection with practically all of the remark- 
able newer drugs which we use with so much 
confidence but so little imagination. 





318 EDITORIAL DEPARTMENT 


As society is at present constituted, the 
only way to have a piece of worthwhile work 
done promptly and efficiently is to turn it 
over to some intelligent, energetic and trained 
man (or let him start out upon it of his own 
initiative), and show him that he can receive 
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Woods, Streams and Stars 
i we stand too close to a great and wonder- 
ful painting, we see nothing but a few 
splotches of paint, which may have a beauti- 
ful color, but which have no meaning and 
stir neither thought nor emotion. If we want 


a reasonable remunera- 
tion for the time and 
effort expended. If we 
had had to wait for the 
drugs, machines and ap- 
pliances which have 
made possible the recent 
astonishing advances in 
medical practice, until 
official or privately 
endowed institutions got 
around to figure them 
out, many of our most 
helpful remedies would 
still be in the womb of 
the future. 


So when we pay a dol- 
lar, or two or five, for 
a package of medicine 
which will do the work 
which we and our pa- 
tients want done, more 
quickly, more certainly, 
more effectively and 
more safely than any of 


NEXT MONTH 


Dr. Walton Forest Dutton, of 
Amarillo, Tex., will present an 
unusually comprehensive and lu- 
cid discussion of ionic medication 
—the use of the galvanic current 
to carry drugs into the tissues. 

Dr. Karl E. Kretzschmar, of 
Los Angeles, Calif., will give the 
philosophy and technics of the 
injection treatment of hernia. 

Dr. Emilian O. Houda, of Ta- 
coma, Wash., will explain (with 
illustrations) why goiters recur 
after operation. 

Dr. Charles F. Geschickter, of 
Baltimore, Md., will resume his 
book-length serial, “The A-B-C of 
Cancer,” considering tumors of 
the gastro-intestinal tract. 


COMING SOON 
“Colonic Fermentation in 
Chronic Disease,” by D. C. Rag- 
land, M.D., Los Angeles, Calif. 
“Myasthenia Gravis,” by S. 
Vernon, M.D., Willimantic, Conn. 


to really see the picture, 
we must stand off a way 
—sometimes a long way. 
Most of us have been 
standing so close to the 
personal aspects of the 
muddle into which our 
Nation has been plunged 
by short-sighted and 
self-seeking experiment- 
ers, that we can see 
nothing but blobs of gray 
or black, which are far 
from beautiful. If we 
want to recover our 
sense of proportion and 
our serenity, we must 
stand off, in spirit, and 
recapture some of the 
impersonal viewpoint. 
This world has been 
in existence for millions 
of years, and men have 
been struggling upon it, 


its cheaper substitutes, 

let us not think that we are buying so 
many grains or cubic centimeters or ounces 
of some drug, but that we are purchasing a 
portion of the time, the knowledge, the cre- 
ative imagination, the inspired enthusiasm of 
many trained and courageous and patient 
men, who have labored in many places in 
order that physicians might have more satis- 
factory weapons for use in their unceasing 
warfare with pain and suffering and death, 
throughout the world. 


—_—_—_———_ 

It is best to limit one’s arguments to those who are 
actually in doubt but who seek truth, rather than to 
include others whose chief need is sharpened wits.— 
ARISTOTLE. 


trying to solve their 

personal problems, for 
tens of thousands of years; and, somehow, 
men have gone steadily on to better and 
better things. 


Let us get out under the stars more, and 
realize that some that we can see are billions 
of miles away and that our earth is only an 
inconsiderable speck in the cosmos. Let us 
get out among the “people with the green 
heads,” that inhabit the fields and the forests, 
and learn from them the secret of calm and 
endurance, and from their talkative brothers, 
the streams, the secret of perseverance and 
singleness of purpose. These communings 
will restore our sense of proportion. 
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Hyperinsulinism 
A Disease of Great Clinical Importance 


By Ellis Powell, M.D., West Monroe, La. 


HEN Seale Harris! made the observation 

that the pancreas can become overactive 
and secrete too much insulin as easily as it 
can become underactive and secrete too little, 
he made an observation that was fundamental 
and of the utmost practical and far-reaching 
importance. In fact, it opened up a new field 
in medicine—that of the nutrition of the brain. 
It introduced the conception that cerebral 
malnutrition? follows in the wake of the con- 
dition he termed hyperinsulinism—that many 
and varied and common mental abnormalities 
and nervous disturbances, 4 frequently occur 
as a result. It brought forth the idea that 
many of these undernourished and malfunc- 
tioning brains and nervous systems could fre- 
quently be restored to normal by returning 
to the brain its normal fuel supply. 


Results of Deficient Blood Sugar 

The fuel supply of the brain5—that which 
keeps the mental lamp burning—is the blood 
sugar, and too much insulin will burn the 
blood sugar to abnormally low levels, so that 
the mental lamp will become dim; more in- 
sulin will make it dimmer; and a marked 
excess may exhaust the fuel to the point 
where the mental light is extinguished and 
darkness, in the form of convulsions, coma, 
mental degeneration, etc., may occur. 

If the brain is deprived of its normal food 
supply, it will not grow and develop normally. 
It is self-evident that, if the nourishment of 
the brain is sufficiently reduced, a condition 
of malnutrition® will result. So, then, too 
much insulin will also destroy the food supply 
when it destroys the fuel supply. 

It is very easy to impair the fuel supply 
of the brain,? as the most frequent cause is 
such a pleasant habit that it is almost a uni- 
versal one. The cause is revealed in the case 
of Miss X, who was “raised on condensed 
milk, weaned on syrup and biscuits and has 
eaten sweets excessively ever since.” If that 
is not an ideal way to produce an over-func- 
tioning pancreas and an over production of 
insulin, what is? 

This patient gives a history, first, of cere- 
bral malnutrition with lack of mental growth 
and development, which resulted in repeated 
failures in school, mental irresponsibility, etc.; 


and second, of transient mental darkness—a 
flicker in the mental lamp that would be evi- 
denced by a sudden and marked lowering 
of the fuel, sufficient to produce a petit mal 
attack two or three times a day, and a grand 
mal attack occasionally. 

If this patient continues the overindulg- 
ences in concentrated sweets, will the condi- 
tion become worse? The answer has been 
given by Y, who is now eighteen years of age. 
He gives an early history similar to the above. 
It took him twelve years to complete four 
grades in school; the petit mal became grand 
mal; the cerebral malnutrition, continued 
over a long period of time, produced marked 
mental degeneration—in fact dementia, which 
necessitated confinement in an asylum. 

These and numerous other cases paid a 
rather high price for the lack of 40 or 50 
milligrams of blood sugar. In a series of 
cases,8 1 had a fasting blood sugar below 50 
mg. per 100 cc.; 6 had between 50 and 55 mg.; 
5 had between 56 and 65 mg.; and 2 showed 
a fasting blood sugar between 66 and 70 mg. 
per 100 cc. of blood, the normal amount being 
about 100 mg. 

In addition, blood sugar studies with re 
spect to their regular meals were made and 
the fuel supply of the brain for 24 hours was 
calculated for each individual. In 4 the blood 
sugar was subnormal during the entire 24 
hours; in 4 it was subnormal for 19 hours; in 
3 it was subnormal for 17 hours; and in 3 it 
was subnormal for 15 hours. Our bodies do 
not function efficiently if they are hungry for 
15 or perhaps 24 hours a day, and why should 
we expect more of the brain? 


Symptoms of Hyperinsulin 

Warning? that all is not well will probably 
be given by a sensation of hunger; weakness; 
pallor; vertigo; syncope; tachycardia; mask- 
like facies; numbness, tingling or other 
paresthesias; blurred vision; tendency of the 
pupils to dilate; muscular twitchings; insom- 
nia; convulsions; emotional instability; men- 
tal confusion; obsessions; delusions; halluci- 
nations; maniacal outbursts; amnesia; coma 
—in fact any mental abnormality may result 
from a disturbance in the fuel supply of the 
brain. We must learn to recognize the condi- 
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tion in its beginning, when the mental lamp 
flickers only occasionally, as will probably 
be evidenced by an uncalledfor emotional 
outburst or temper tantrum, fainting attacks, 
tachycardia, transient absent-mindedness, ab- 
normal conduct or petit mal. We should rec- 
ognize the beginning of mental dimness by 
increasing difficulty in school work, marked 
drowsiness, stupidity, etc. By so doing the 
mental lamp may frequently be very easily 
restored to normal brightness and a decline 
into the more serious mental diseases pre- 
vented. 

I am in general practice, unlearned in psy- 
chology and psychiatry, and could not dis- 
tinguish Freud from Einstein, but I know that 
if we reduce the fuel supply of a machine, 
we reduce its work; if we curtail the normal 
food supply of a plant or animal, we limit 
its growth; if we reduce the fuel supply of a 
lamp, we reduce its brightness. I know, fur- 
ther, that the brain is no exception to Nature’s 
fundamental law that requires all working 
things to have a source of energy. 

The work output of the normal brain is 
normal memory, concentration, reason, judg- 
ment, etc. If the source of energy is reduced 
to subnormal, there is subnormal work, which 
first shows itself in defective memory, reason, 
concentration and the other mental attributes 
that compose intelligence or “mental bright- 
ness.” As the fuel supply is further impaired, 
“mental brightness” becomes dimmer, and the 
less bright it becomes, the more darkness 
appears in the form of maladjustments, re- 
pressions, instincts and other material from 
the subconscious. 

Remember that this material from the sub- 
conscious cannot be subjected to the “cold 
light of reason,” because reason, being a 
“bright” mental attribute, was among the first 
to be impaired. So it follows that the subcon- 
scious largely dominates, or at least largely in- 
fluences, the remains of an intelligent or 
“bright” mind, and conduct accordingly be- 
comes abnormal. When a lamp is dim, can we 
not dispel the shadows of night by “turning up 
the lamp”—by giving it more fuel? So it is 
with the mental lamp, brightness will return, 
normal function will return, and the hobgob- 
lins and bogeys from the subconscious will 
return thereto and be held in captivity by a 
normal reason, memory, judgment, etc., if 
the fuel supply is sufficient to permit normal 
mental function. 

If, after fasting, blood sugar and glucose 
tolerance studies have been made (incident- 
ally, they are as important in nervous and 
mental diseases as blood counts and urin- 
alyses), and the brain is found to be short 
on the fuel supply, every effort should be 
made to put more sugar into the blood. This 
is done, ordinarily, by diet,!® endocrine 
therapy or by the removal of a pancreatic 
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tumor or by a pancreatic resection.11, 12 Often 
the condition can be markedly benefited by 
the simple elimination of the concentrated 
starches and sugars and the substitution of 
additional feedings. 

This line of treatment is more clearly prac- 
tical and produces more benefit to both the 
patient and the family than do brain-depress- 
ing drugs. When a farmer improves the food 
supply of his crops or that of his cows, he 
increases the output per acre or per cow and 
we say that he is a “practical farmer.” We 
can be as practical, and in these cases of 
hyperinsulinism—of cerebral malnutrition— 
we can put a little more fuel in the lamp, a 
little more sugar in the blood,!3 and then 
Nature will improve the work output of the 
brain, as well as it did the output per acre 
for the farmer. 


Importance of Blood Sugar Studies 


For the average doctor, better results will 
follow a study of ways and means to restore 
normal mental brightness, or at least to pro- 
duce more light, than will be accomplished 
from an ultra-scientific study of mental dark- 
ness. It is of no interest and of no practical 
importance to the average doctor to know 
where the light went when it went out. He 
is already aware of the idea that “ghosts and 
hants” are supposed to prowl in darkness, 
but he is interested in dispelling them from 
the mind of his patient, and light and more 
light is the practical way—and light, remem- 
ber, requires fuel. If this is normal and the 
victim yet remains in mental darkness, it is 
time for the psychiatrist and his allies to 
begin a study of the “emanations from the 
dark” and to conquer them if they can. 

I cannot vouch for the statement that a 
million boys and girls in the public schools 
of America are likely to become “mental 
casualties,” nor for the statement that, if 
mental diseases continue to increase as 
rapidly as they more recently have done, 
three generations hence Americans will be a 
mentally inferior people; but I can say that 
I am surprised at the number of mild mental 
and nervous diseases that could be seen, even 
in a depressed general practice, if we would 
only recognize them. Their frequent occur- 
rence indicates that a relatively common 
causative factor produces them and, to my 
mind, not always, nor even generally, is the 
cause an inherited mental weakness. Why 
should a mental weakness be inherited more 
easily than a body weakness? Certainly syph- 
ilis is not so frequent as to cause so much 
trouble, even though it is granted that cere- 
bral syphilis produces similar symptoms, but 
only because the fuel supply cannot be 
properly delivered to the cortex of the brain 
since “the cortical vessels are the seat of 
marked changes, also proliferative in char- 
acter.”14 
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I cannot imagine a better physiologic 
cause nor a more common cause than the 
habit of over-indulgences in concentrated 
sweets. I know of no better way to restore 
many of these cases to normal than to dimin- 
ish the output of insulin and thereby restore 
to normal the fuel supply of the brain. 

Again I say that Harris opened up a new 
field in medicine—one that is fundamental— 
one that is far reaching—one that is practical. 
It is fundamental, because the cause may be 
said to be physiologic. It is far reaching, be- 
cause it reaches into and influences the men- 
tal life of some of our patients and is prob- 
ably unrecognized by many of us. It is 
practical, because results can be obtained. 
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“The Basis of Psychiatry,” 


Colloidal Gold in 


Inoperable Cancer* 


By Edward H. Ochsner, M.D., B.S., F.A.C.S., Chicago 
Consulting Surgeon, Augustana Hospital 


wir a patient with inoperable cancer 
seeks medical aid, there are three main 
problems which confront his medical adviser: 

1—What, if anything, can be done to cure 
this patient? 

2.—If cure is impossible, what can be done 
to prolong the life, strength and vitality of 
the patient, so as to make it possible for him 
to continue his ordinary vocation for a time, 
at least? 

3.—If neither cure nor prolongation of life 
can be accomplished, how can the remaining 
days of the unfortunate victim of this dread 
disease be made as comfortable as possible? 

During 1924 and 1926 I read three papers 
on the use of colloidal gold in inoperable 
cancer, before three medical societies.!: 2.3 In 
all of these articles I stressed the following 
points: That, in all cases where the tumor 
is accessible to the knife or cautery, it should 
be removed surgically; that, when the condi- 
tion is hopeless, colloidal gold helps to pro- 
long life and makes life much more bearable, 
both to the patient and to those about him, 
because it shortens the period of terminal 
cachexia and greatly reduces pain and dis- 
comfort and the need of opiates, in a majority 
of instances. 


*Read before the Chicago Medical Society, March 
20, 1935. 


1.—Some Newer Developments in the Non-Opera- 
tive Treatment of Cancer (A Preliminary Report). 
Clin. Med., October, 1924. 

2.—Further Observations in the Use of Colloidal 


Gold in Inoperable Cancer. Jll. M. J., July, 1926. 
3.—The Use of Colloidal Gold in Inoperable Cancer. 

Internat. J. Med. & Surg., March, 1927; also in 1926 

“Transactions of the Southern Surgical Association.” 


In all of my articles I further took the pre- 
caution to state, in unmistakable terms, that 
the remedy was not a cure-all, but that, in 
my opinion, it exerted a selective action upon 
the cancer tissue and that it would occasion- 
ally save the life of a patient who was suf- 
fering from cancer and who was otherwise 
doomed. 

Since 1926, my experience with a consider- 
able number of patients suffering from in- 
operable carcinoma convinces me that the 
statements made in these articles are very 
conservative and all well within the facts. 
This opinion is fully substantiated by scores 
of unsolicited letters from physicians from 
every section of this country and Canada, 
who have written me personal letters at va- 
rious times stating their experience with 
colloidal gold in such cases. In making a 
careful analysis of fifty of these letters, the 
following interesting facts are disclosed: 
Twenty (20) letters stated that there was a 
reduction in the size of the tumor or its 
disappearance; 30 reported reduction of pain 
and a considerable number stated that at no 
time were opiates necessary; 18 stated that 
the appetite and digestion improved under 
treatment; 20 reported a gain in weight and 
strength; 15 believed that it had definitely 
prolonged the life of the patient; and 6 said 
that the remedy had apparently resulted in 
a cure of the condition. 

In this connection it is to be specifically 
noted that the foregoing facts and figures 
were not taken from answers to a question- 
naire, but from general letters written to me 
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by physicians, asking for suggestions regard- 
ing patients then under treatment, and in- 
cidentally reporting on patients previously 
treated. If a questionnaire had been sent out, 
it is evident that a larger number of answers 
reporting general improvements would prob- 
ably have been sent in, as is evidenced by 
the following short abstracts and quotations 
from various other letters: 


Case Reports 


Dr. P. J. M. reports the following: “The pa- 
tient is doing well, eating well, gaining weight 
and strength. The blood picture is much 
better—white blood corpuscles increased and 
hemoglobin higher. Without question his life 
has been prolonged.” 

Here is a report from Dr. C. F. S., from 
far-off Guatemala, Central America: “The pa- 
tient had inoperable carcinoma of the throat, 
with excruciating head pains, complete ano- 
rexia and insomnia. Shortly after beginning 
treatment with colloidal gold the headache 
ceased; the appetite returned; sleep became 
normal; hemorrhages, which had been severe, 
ceased; the foul odor disappeared and the 
progress of the disease in the throat was 
suspended. The patient subsequently died 
from a hemorrhage.” 

Dr. C. L. W. makes the following comment: 
“I have had the opportunity of using colloidal 
gold in two cases. One has cancer of the 
breast and the other has cancer involving 
the right side of the face. Both are about 
eighty years of age. In both the destruction of 
tissue has continued, yet I am sure that it has 
been retarded. The special benefit received 
by these old patients has been their freedom 
from pain. In all such cases that I have 
treated before, morphine had to play an im- 
portant part. No morphine has been used at 
any time with either of these patients. This 
has greatly relieved the anxiety of the family, 
as well as being a great comfort to the 
patients.” 

Dr. L. H. N. reported a case of papillary 
adenocarcinoma of the ovary in the Wisconsin 
Medical Journal of March, 1926; operated 
upon Feb. 18, 1925. From his published re- 
port I take the following: “Surgical treatment 
consisted in loosening of surrounding adhe- 
sions and removal of every part of the tumor 
mass that it was safe to remove.” Fifty-one 
days after the operation he states that ano- 
rexia and constipation were still present, re- 
quiring two or three enemas and 14 to 4 grain 
(16 to 32 mg.) of morphine daily. The patient 
was very much emaciated and cachectic and 
a tumor mass about the size of a large grape- 
fruit was again palpable to the right of the 
median line. The weight of the patient was 
less than 100 pounds at the time he started 
using colloidal gold, which was continued for 
two years. 

One year ago, or nine years after the opera- 
tion, I received the following letter from the 
doctor: “Mrs. H. is apparently cured. She 
weighs 180 pounds and works for others, be- 
sides doing her own housework.” 

Dr. K. F. S. reports the following: “I operated 
upon a patient for carcinoma of the stomach, 
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doing a gastroenterostomy merely as a pal- 
liative, the growth having become too large 
and with too much involvement of the 
mesenteric glands to make it possible to do 
a resection of the stomach. This growth was 
not only macroscopically a carcinoma of the 
pylorus, extending over the lesser curvature 
and into the gastrocolic ligaments, but a 
microscopic examination proved it to be glan- 
dular carcinoma of a rapidly proliferating 
type. This finding was extremely interesting 
to me, as the stomach was so badly involved 
that there was barely room to do a gastroen- 
terostomy, and a resection was entirely out 
of the question. About a year later the pa- 
tient died from an intercurrent affection. The 
postmortem examination of the abdomen 
showed the gastroenterostomy functioning 
perfectly and complete disappearance of the 
cancerous growth.” 

Such evidence, of which the foregoing is 
only a small portion of the letters received, 
simply cannot be disposed of with a leer and 
smirk, or a “smart-alecky” remark. Can there 
be any question whose opinion is more trust- 
worthy in such a matter: that of scores of 
practicing physicians with large clinical ex- 
perience, or that of one whose clinical knowl- 
edge of cancer seems to have been very 
largely, if not exclusively, acquired by absorp- 
tion while sitting in a well-cushioned office 
chair? 

And now I wish to report a few of my 
own cases. 


Mrs. E. M., age 50, was first seen in October, 
1927, and operated upon six days later—a low 
median laparotomy. Both ovaries were nodu- 
lar, the size of a large grapefruit, and were 
removed. Several surgically inaccessible car- 
cinomatous nodules were found in the pari- 
etal peritoneum. Microscopic diagnosis: papil- 
locarcinoma of the ovaries. She was given 
colloidal gold for two years. When last ex- 
amined, seven years after operation, she was 
found to be in excellent health. No recurrence 
has appeared. 

Every practicing physician knows that 
whenever there are inaccessible carcinoma- 
tous retroperitoneal lymph glands, surgery 
alone is practically hopeless. 

Mrs. M. L. M. was first seen in August, 1933, 
at the age of 56 years, when she gave the 
following history: Nine years previously she 
had a complete right mammectomy, which was 
followed by radium and deep x-ray therapy; 
one year later the entire area was covered 
with nodules, which were excised; six years 
ago the nodules reappeared. I started using 
colloidal gold and the nodules gradually dis- 
appeared and remained absent until two years 
ago, when they again reappeared and were 
again removed. All three operations were 
performed by prominent, capable, nationally- 
known surgeons. In each case the diagnosis 
was confirmed by microscopic examination. 

When I first examined the patient on this 
latest occasion, numerous nodules had ap- 
peared again. Colloidal gold treatment was 
started again, and for the past eighteen 
months the nodules have remained stationary. 
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From a letter dated February 11, 1935, I quote 
the following: “The nodules are about the 
same. I feel well and my friends say I look 
extremely well.” Dr. C. E. S., the physician 
who referred this patient to me, makes this 
observation: “My personal feeling is that Mrs. 
M. owes her life and present good condition 
to colloidal gold.” 

In addition to this case, I have at least four 
others in whom recurrent carcinomatous 
nodules disappeared, either temporarily or 
permanently, under colloidal gold treatment. 
Every surgeon of large experience knows how 
fatal recurrent carcinoma of the breast is, 
under any form of treatment. The absorp- 
tion of these carcinomatous nodules in such 
a considerable number of patients is, I believe, 
positive proof that colloidal gold has a selec- 
tive inhibitory action upon cancer cells. 


Miss R. C., age 41 years, appeared for ex- 
amination in May, 1929, and the following 
history was supplied by the patient: “My 
mother had bronchitis six weeks before I 
was born. At birth I was ‘choked up’ and was 
ill much of the first three years of my life. 
At one month of age I had scarlet fever or 
measles—the doctors disagreed as to the diag- 
nosis—and chicken pox as a baby; measles 
at 13. I was vaccinated at 14 and was very ill 
for three days; had German measles at 16; 
mumps at 37; and was subject to colds re- 
peatedly, coughing for from four to eight 
weeks each time. At 20, a suitcase fell on my 
head from a rack in a railway train, and I 
have had wens ever since. 


“At 21, I began to have glandular trouble; 
at 23, removal of glands of the left side of 
my neck and an operation on the left scapula, 
for tuberculosis, were done. At 26 there was 
an injury to my little finger, which became 
markedly swollen. At the same time a pimple 
appeared on the end of my nose and on the 
chin. At 27 I was referred by my local physi- 
cian to the then probably most prominent 
internist in Chicago, for diagnosis and advice. 
He diagnosed tuberculosis of the left lung 
and ordered open windows; tuberculosis of 
the left little finger, and ordered amputation; 
and tuberculosis of the skin of my nose and 
chin. He said that a few x-ray treatments 
should cure that, and also advised tubercu- 
losis serum once a week. 


“During the following three months I had 
thirteen x-ray treatments without lead covers 
for my eyes or face. Several months later, 
I had the little finger amputated and an 
area of my left shoulder excised. A few 
months later I was sent to a prominent 
Chicago dermatologist, who diagnosed lupus 
vulgaris, and I was treated with Alpine light, 
x-rays, carbonic acid snow, etc. The pain was 
excruciating and the skin was much worse 
after these applications, until my whole face, 
cheeks and chin were raw. During these 
years, my weight varied between 120 and 130 
pounds. One year before seeing you, an ulcer 
developed on my left cheek and I again con- 
sulted a dermatologist, who diagnosed the 
condition as malignant.” 

When I first saw this patient there was 
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an irregular indurated ulcer, about five centi- 
meters in each diamenter, involving the left 
cheek and extending up the left side of the 
nose, complicated by lupus vulgaris of the 
whole face, a small area in the lumbar region, 
one on the gluteal region and one on the 
left chest. Her whole face was markedly 
swollen and livid, with fissures about the 


nose and lips. Her weight was about 15814 
pounds. 


The indurated ulcer was excised and the 
area covered with dry Thiersch skin grafts. 
The wound healed promptly. Microscopic 
diagnosis, by one pathologist, was reported as 
basal-cell carcinoma; by another, prickle-cell 
epithelioma. 

I started colloidal gold treatment at once. 
There has been no recurrence of the carci- 
noma, and the lupus is apparently checked. 
The tumefaction of the skin and face has 
practically disappeared, although the skin is 
very atrophic and scaling. Her general health 
and condition are greatly improved, her 
present weight being 173 pounds. The present 
condition of the patient can scarcely give an 
idea of the deplorable state she was in when 
I saw her for the first time. In this instance, 
colloidal gold seems certainly to have greatly 
improved the lupus and possibly to have pre- 
vented a recurrence of the carcinoma. 


Conclusion 


One of the purposes of this paper is to 
repeat the statement previously made that 
colloidal gold has an inhibitory effect upon 
cancer growths; and even if our diagnostic 
methods may, in the course of time, be greatly 
perfected, there will probably always be hun- 
dreds of patients who will delay consulting 
their physicians until surgical intervention 
is no longer possible. 

In order to secure maximum results with 
colloidal gold in the treatment of inoperable 
carcinoma, the following conditions must be 
fulfilled: The preparation used must be stable, 
of definitely known strength and the particles 
of gold must be small and of fairly uniform 
size; the gold must not be held in suspension 
by the use of a stabilizer, such as gum arabic, 
or soluble gold salts, such as chloride of gold. 
Stabilizers seem to coat the particles of gold 
and this renders colloidal gold less active; 
moreover, the soluble gold salts are toxic, 
while pure colloidal gold is non-toxic, in suit- 
able doses. 

In all the cases reported in this article, a 
colloidal gold preparation which fulfilled the 
foregoing requirements and which contained 
1/500 grain of metallic gold to ten drops was 
employed. The initial dose was 30 drops in a 
wineglassful of water one-half hour before 
each meal, three times a day. This was in- 
creased one drop daily to 60 drops at each 
dose. Nearly all patients tolerated this amount 
without gastric disturbances. If the tongue 
became beefy or if the patient complained of 
burning in the stomach, the dose was reduced 
10 drops. This reduction in doses was con- 
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tinued as long as the patient needed col- 
loidal gold. In some cases it has seemed 
desirable to use the remedy intravenously, in 
addition to the oral administration. The in- 
travenous dose is 1 to 5 cc., twice a week. 

I wish again to emphasize the fact that col- 
loidal gold in not a cure-all, and never was 
the claim put forward that it was a cure-all, 
or even a thoroughly satisfactory specific. 
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However, when all other remedies have failed, 
it will occasionally save a life; if not, it 
will often prolong life and, still more often, 
make the last days bearable and quite com- 
fortable for the patient, without the use of 
narcotics. I maintain that these things are 
quite worth while. 


2155 Cleveland Ave. 
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By Winfield Scott Pugh, B.S., M.D., New York City 


Paw there are, even among physicians, whose 
memories will not take them back to a 
scene in which mother stands before us with 
a spoon in one hand and a bottle of castor oil 
in the other. In those olden times, such bane- 
ful conditions as intestinal intoxication and 
kindred maladies were rare; while today they 
are common. With the advent of newer and 
pleasant-tasting pharmaceuticals, the bottle of 
oleum ricini disappeared from family medicine 
closets, largely because of its unpleasant 
taste. To me, the passing of castor oil was a 
calamity, for, with its exit, there followed an 
increase of maladies definitely traceable to 
absorption of poisons from the alimentary 
canal, 


Castor oil possesses detoxicating properties 
contained by no other drug, and the appear- 
ance on the market of preparations in which 
its nauseating odor and disagreeable taste 
have been eliminated, will create a renais- 
sance of this excellent medicament. 


Constipation numbers among its victims 
far more than those sacrificed on the altar 
of war gods. It is such a common ailment that 
it is almost universal. The average individ- 
ual is so accustomed to irregular bowel move- 
ments that, to some, it would be a cause for 
a celebration should the intestines act nat- 
urally and completely. 


My patient, Mr. Acher, seemed like an old 
man; yet, he was only forty-five. He walked 
about the streets with one hand on his back 
and the other bent over a cane. I shall not 
go into his clinical history, but it was obvious 
that he was not suffering from rheumatism, 
but from absorption of putrefaction products, 
which entered the blood stream and were car- 
ried to muscles, joints, nerves and other tis- 
sues, inducing neuritis, lumbago, sciatica, 
arthritis, and what not. In the case of Mr. 
Acher, and other similar sufferers, there is one 
positive indication, and that is detoxication. 
For its direct detoxicating, as well as soothing 
effect, I have found castor oil of great value. 
Half an ounce every four hours will prove 
helpful. 

I have under treatment at the present time 
a man who suffers from an advanced carci- 


noma of his prostate gland. When I first saw 
him, about six months ago, he complained, in 
addition, of “chronic rheumatism.” Careful 
examination, by internists, revealed painful 
knees and an irritable spine. The latter at 
once suggested a metastasis to the vertebrae, 
but this was easily ruled out. Attacks of 
headache and dizziness, for which there 


‘seemed no accounting, entered the picture. 


Every effort was made by some of my asso- 
ciates to link up these latter symptoms with 
the carcinoma, but I considered them due to 
intestinal intoxication. As this man’s con- 
dition, so far as the prostate was concerned, 
seemed beyond all hope, detoxication with 
castor oil seemed indicated. 

The gentleman with the cancerous prostate, 
after detoxication with oleum ricini, seemed 
to take a new lease on life. His cachexia 
greatly improved and he actually gained a lit- 
tle weight. Of a certainty, this man will not 
be cured by elimination of toxins; but that 
he has an_ increased feeling of wellbeing is 
beyond doubt. This is but one of the many 
cases of malignant disease, in which detoxica- 
tion by castor oil has proved of great as- 
sistance. 

As the years pass, one notes a marked in- 
crease in what the clinician calls “degenera- 
tive diseases.” These maladies owe their 
origin to our changed mode of living, with all 
its intensity, urge, haste and body abuse. One 
does not have to look upon those of advancing 
years to note the prodromes of chronic tox- 
emia. One goes to the movies, theatres, so- 
cials or even church, and in a short time 
there is the desire for a nap. This drowsiness 
and yawning is generally the effect of body 
poisons of auto-intoxication. F 

I am the medical officer of a nursery and 
infirmary, where there are always about 120 
children, among whom intestinal toxemia is 
often pronounced. “My little girl,” said a 
mother, “is so anemic; her blood is bad.” 
Tessie’s blood, on examination, proved to be 
quite good, in spite of the fact that it was 
often four or five days between her bowel 
movements. People are not naturally con- 
stipated; it is practically always incident to 
bad habits, plus the socalled civilized foods. 
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Colitis 

A careful examination of a group of pa- 
tients has convinced me that socalled colitis 
is not merely an intestinal disease, but one in 
which the nervous system plays an important 
part. Incident to the general chaotic condi- 
tions, which have pestered our nation of late, 
there has naturally entered that annoying 
bugaboo, financial worry. This worry depres- 
ses the reflex inhibitory nerves in the intes- 
tinal musculature, leading to a relaxed bowel 
condition and a mucosa fertile for the develop- 
ment of disease. 

Patients begin to notice that there is a 
tendency to frequent evacuations; finally, the 
movements are fluid. An examination of the 
stools reveals an odor similar to that of old 
pus. These patients are nervous and restless. 
They complain of an almost constant and 
severe headache. This latter is distinctly a 
toxic cephalalgia. Abdominal pains are not 
always, though sometimes, a source of an- 
noyance. These aches are usually noted in the 
right iliac fossa, about the liver area, left 
upper abdominal quadrant and along Pou- 
part’s ligament of the left side. 

Mrs. T. G. is about forty-five years of age. 
Her husband, as she admits, has always been 
a “good fellow,” in that he responded to every 
little demand she made. There were summer 
trips to Maine or Europe and winter cruises 
somewhere else. All of a sudden, those joys 
came to an end and Mr. G. was compelled 
to inform his lady that he could no longer 
support her in the style to which she had 
been accustomed. This was quite disturbing 
to a woman fond of dainty foods and the 
balmy breezes of the Mediterranean. Mrs. G. 
became very irregular in taking nourishment. 
This was followed by headache and constipa- 
tion. Loss of weight was soon in evidence. A 
little later, what she called a diarrhea sup- 
planted the constipation and the character of 
her stools did not need a label to tell one 
that colitis was present. 

This lady was cared for by an eminent 
specialist, who ordered rest and colonic lavage. 
Hardly had the irrigations been started, when 
a sudden, severe pain appeared in the right 
lower abdominal quadrant. She was certain 
that it was appendicitis. One week later, 
there was marked pain over the left renal 
area, extending down into the groin. Some- 
one mentioned kidney stone, and the lady 
came in for a complete examination. We 
found nothing wrong with her genito-urinary 
organs. 

During the illness of her physician, I was 
asked to take care of this woman. I need not 
say she was thoroughly impressed with her 
husband’s new outlook and with the fact that 
her life must be adjusted accordingly. There 
was in this case, however, a definite colitis, 
induced by her constant struggle with her 
husband for maintenance on the predepres- 
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sion scale. Her previous physician had tried 
colonic irrigations, against which she fought. 
This does no harm, and it might help, but for 
one who desires to be an invalid, other meas- 
ures must often be practiced. Certain oily 
preparations were used, but as the lady began 
to find traces of them on her bedding in the 
morning and on her intimate garments dur- 
ing the day, they soon passed out of the 
picture. 

I suggested oleum ricini as being soothing 
to the intestinal tract and an excellent detoxi- 
cant. This patient would have resented the 
old-fashioned oil, but a tasteless and palatable 
preparation was obtained, which produced 
detoxication, and very soon the stools started 
to lose their foul odor and began to be 
formed. 


Chronic Cholecystitis and Irritable Colon 


In the past few years, an active general 
surgical service has provided an opportunity 
to study ‘many of the vague pains in the right 
upper abdominal quadrant, which are so prev- 
alent. They are not all due to gall-stones or 
duodenal or gastric ulcers, but they are cer- 
tainly gastro-duodenal catarrhs. Such chronic 
inflammatory lesions are strongly conducive 
to definite gallbladder disease, if it is not 
already present. 

Mrs. H. M. was fair, fat and forty. For the 
past three years, she had been complaining 
of frequent eructations and a constant feeling 
of annoyance along the lower right costal 
border. On several occasions there had been 
actual attacks of pain, relieved by hypodermic 
injections of morphine. When pressure was 
made over the gallbladder region, the pain 
was not severe, but the patient was quite 
uneasy. I shall not go into all clinical details, 
except to say that several gastric analyses 
were made and nothing of importance found. 
The gallbladder pictures were not satisfactory. 
While in the hospital there was a typical gall- 
bladder attack, and on the following day the 
belly was opened, no stones being found. As 
the bile was very thick and ropy, the surgeon 
did a cholecystectomy. The operation was 
futile and the old symptoms persisted as they 
did before. 

An irritable colon and ordinary gastro- 
duodenal catarrh were next diagnosed. Con- 
stipation was present and the patient was also 
suffering from toxemia. I thought this would 
be a good opportunity for using castor oil, 
because it is so soothing to the stomach and 
intestinal tract, and also markedly detoxicat- 
ing. This condition rapidly began to subside 
and on her discharge, six weeks later, she 
was practically well and has remained so ever 
since. 

Mrs. R. D. M., aged forty-two, came to my 
office complaining of pain over the left lower 
abdominal quadrant. Her menses had been 
irregular for about a year and a half. As she 
had formerly suffered a gonorrheal infection, 
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a tubal abscess was suspected, but pelvic ex- 
amination failed to reveal any marked lesion, 
except for a few old cysts in the cervix. The 
left tube was also patent, as determined by a 
salpingogram. The clinical picture consisted of 
abdominal distension, frequent attacks of 
headache, and loose stools, alternating with 
constipation. These, together with the pain, 
suggested, not exactly colitis, but rather an 
irritable colon. However, lest something 
should be overlooked, a complete gastro-in- 
testinal series of x-ray plates was made, all 
of which, the disciple of Roentgen said, ap- 
peared quite normal. 

This patient had, sometime before, been or- 
dered a roughage diet, but she stated that it 
caused her great discomfort. She was given 
a bland, non-irritating diet and castor oil. The 
results are more than satisfactory. 

The more I see of these supposed chronic 
cholecystitis cases, many of which are really 
chronic gastro-duodenal catarrh, the more I 
think of castor oil. The same reasoning ap- 
plies to the irritable colon. 


Burns 


It is quite a switch from colitis, irritable 
colon, etc., to burns. However, having had 
considerable experience in the treatment of 
extensive burns, I feel that a brief comment 
may be of interest. 

In connection with a big explosion, about 
thirty men were burned. Ten of these died 
shortly after being found. This was a godsend, 
as they were burned beyond recognition. Ex- 
tensive burns of the body and limbs were 
treated with wet dressings; but in spite of this, 
huge sloughs began to form. The odor was 
nauseating and absorption of toxins was 
greatly in evidence. On eleven of these cases, 
I used a mixture of ten percent balsam of 
Peru in castor oil; the former for its mild 
stimulating effect in the formation of granu- 
lations and casting off of sloughs; while the 
latter was utilized for its remarkable detoxi- 
cation effects. 

The cases treated with castor oil and balsam 
of Peru showed much better results than all 
the others. There is little doubt that many 
fire victims die from the effects of rapid ab- 
sorption of products created by tissue de- 
struction. 

Urinary Sepsis 

Mr. H. S., white, aged seventy-two, was ad- 
mitted to my wards at the City Hospital, suf- 
fering from retention of urine as the result 
of prostatic hypertrophy. His non-protein 
nitrogen and creatin were high and his tem- 
perature was 102°F. Abdominal examination 
revealed marked distention and the rectum 
was a solid mass of feces. The outlook was 
by no means inviting. An enema produced 
fair results, and his distended bladder was 
relieved by a suprapubic cystotomy, done un- 
der local anesthesia. At operation, the urine 
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found in this bladder was almost like cream 
and extremely foul. The patient was very 
septic. 

Ox-gall enemas followed the operation and, 
after considerable material had been evacu- 
ated, intestinal waste appeared, having a pus- 
like odor and showing the presence of chronic 
colitis and intoxication. 

An assistant ordered magnesium sulphate 
by mouth and the patient, shortly afterward, 
went into collapse. Never give any saline 
purgative in a chronic genito-urinary infec- 
tion. It is dynamite! 

The patient’s bladder drained well, but his 
intestinal tract gave us great difficulty. I tried 
colonic irrigations, but they profited us very 
little. Castor oil was tried, but Mr. S. re- 
volted against it. The thought of securing a 
tasteless preparation then came to mind and 
our patient did not object to it. He was given 
a tablespoonful every four hours. In the morn- 
ing, at about 8 a.m., and again at 4 p.m., partly 
formed stools were passed. Three hours later, 
there was another soft movement. On the fol- 
lowing day, the medication was reduced to 
twice a day, and there was marked improve- 
ment in his mental and physical condition. In 
the case above presented, it must be apparent 
that, in addition to a case of marked prostati- 
tism, there was added injury by intestinal 
intoxication. 

Mr. A. M., aged twenty-six, arose one morn- 
ing and found that he was unable to pass 
urine. He waited a while (about two hours) 
and then, in great distress, sent for his physi- 
cian. The doctor asked if any recent gonor- 
rhea had been present, which the patient de- 
nied. His rectum was then examined and a 
greatly swollen prostate found, which caused 
his physician to think of an abscess in that 
gland. The patient insisted that the consult- 
am pass a catheter. This he tried to do, but 
was unsuccessful and so sent the patient to 
our hospital, where an examination quickly 
confirmed the doctor’s suspicion of prostatic 
abscess, with urinary sepsis. 

The infected area was quickly opened by a 
perineal section and the prostate and bladder 
drained with a large tube, but in spite of a 
free discharge of pus and urine, Mr. H. 
showed signs of sepsis. Magnesium sulphate 
was recommended, but I insisted on giving 
castor oil. It soon became evident the patient 
was also a sufferer from chronic constipation, 
with associated intoxication. Detoxication was 
accomplished with oleum ricini, which has no 
equal in the presence of that vicious combina- 
tion, urinary sepsis and absorption of intes- 
tinal poisons. 


Summary 
There is a gradual awakening of the med- 
ical profession to the fact that castor oil is 
still one of the most valuable drugs in the 
pharmacopeia. 
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Castor oil is of the greatest value in gastro- 
duodenal catarrh, colitis and the socalled 
irritable colon. 

In the toxemias associated with chronic con- 

’ stipation and malignant disease, it will be 
found of the greatest assistance. 

Its detoxicating effect on the products of 
tissue destruction in burns is of more than 
passing significance. 
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In urinary sepsis, as found associated with 
chronic inflammatory urinary conditions — 
pyelitis, prostatic hypertrophy, chronic pros- 
tatitis and new growths—all other pharma- 
ceuticals used to produce evacuation must 
give way to castor oil. Experience has taught 
me that salines are dangerous, and therefore 
to be avoided, in urinary disease. 

104 E. 40th St. 


Meteorologic Conditions and Psychic Stress* 
By Emil T. Hoverson, M.A., M.D., Chicago, Ill. 


T= reactions of a group of individuals to 
a common stimulus are variable. Thus one 
member of the group will respond in a mini- 
mal manner, while another will give one of 
maximum character. In contrast to the two 
extremes of reactivity, a certain number of 
the group will tend toward responses which 
are all of approximately the same intensity. 
This variability in reaction to stimuli is uni- 
versal, and may be exemplified by reactions 
to drugs, infections, pain, etc. 

Stimuli of a psychic reaction tend to show 
a still greater variability than those of a 
physical nature, with fewer individuals giving 
the socalled normal reaction. It is sometimes 
impossible even to speculate on the nature of 
the response to a psychic stimulus, because 
it may be so different from what is antici- 
pated. Further, in dealing with a single in- 
dividual, variations are again quite marked. 
Thus, one may react in his accustomed 
manner a number of times, but suddenly he 
will deviate from his normal reaction. Here- 
cofore, the explanation has been based upon 
the general term of individual susceptibility, 
which does not offer any specific reason. It 
is the purpose of this paper to present evi- 
dence that accounts for differences in reac- 
tions, both in individuals and in the members 
of a group. This explanation applies equally 
well to psychic and physical stimuli, and pre- 
pares one for the differences in reactions that 
are, in fact, the foundation of all physical and 
mental behavior. 

The explanation was not arrived at by a 
chance observation, but by a detailed study 
of many individuals, covering several years 
of observation!. Prior to this work, it was 
generally believed that the buffer salts in the 
body effectually prevented any undue change 
in the concentration of its various compon- 
ents. Thus it was assumed that the urea, 
cholesterol, pH, CO:, potassium-calcium ratio, 
etc. were constant, except when changed by 
diseases. However, the method employed in 
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making deductions concerning the constancy 
of blood concentration, was that of averaging 
a series of blood-chemistry determinations. 
Textbooks on the subject are replete with 
these average values, but none make mention 
of variations that may occur in the average 
individual. 

It has been observed and elswhere reported 
by the writer, that variations occur in every 
one of us. This opinion was arrived at by 
making daily determinations and recording 
them as such, instead of merely averaging 
the total results. By this means it was found 
that daily fluctuations occurred in all of the 
components studied. Further than this, by 
the method of correlation, it was observed 
that the changes in the concentration of the 
components was directly correlated with 
changes in the external environment. Thus, 
with the passage of meteorological upsets, 
definite changes occurred in the pH, CO., 
cholesterol, potassium-calcium ratio, etc. By 
reference to the charts (Fig. 1), the nature 
and extent of the changes and their correla- 
tion with the then-existing meteorologic states 
will be seen. 

In addition to the changes which occur in 
the blood, concurrent changes have been 
noted in the physics, and in the endocrini- 
logic activity of the body. Of course, there 
are often observed individual variations. This 
is best illustrated by the charts. One individ- 
ual shows a marked response to a certain 
cyclonic change, while another presents mini- 
mal changes. This is in line with the re 
sponses to stimuli, in which the two extremes 
in reaction are always noted. Likewise, in a 
group of individuals, a certain number will 
show a maximum change in the chemical, 
physical and endocrinologic activity; another 
will show the minimum; and a number will 
show changes which simulate each other in 
their extent. For detailed information along 
this line, the reader is referred to other 
publications. 

If the cells in the body are subjected to a 
changing environment, it is only reasonable 
to assume, a priori, that they will also show 
varying responses. This has been conclusively 
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shown by a series of other studies, in which 
the activity of certain organs was found to 
be directly correlated with the existing met- 
eorologic changes which, in turn, condition 
the chemical, physical and endocrinologic 
changes in the body. There is no reason why 
the cerebral cells should not likewise show 
some change 

in their reac- 


tivity, if their Spe py Tce are 
a it AA it tt TT 


substratum is |_| {| | 
also changed. |_| 

In view of 
the fact that 


LEADING ARTICLES 








Clin. Med. & Surg. 






and little information was obtained concern- 
ing the birth or early development of the 
patient. However, through detailed question- 
ing of all available informants, it was defi- 
nitely determined that there was no history 
of maladjustment in either the patient’s im- 
mediate ancestors or in his own early life. 
If one considers the patient’s later adjust- 
ment, prior to 
the present 
mental disor- 
der, it is seen 
|_| that there was 
nothing unu- 
sual about it. 
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liked by 


that a uniform Fig. 1 friends and 
psychic stimu- associates. 
lus will produce varying degrees of reac- There were three children in the family group, 


tions. At one time the psychic stimulus 
will be merely superficial in its reaction, 
and the associations passed with complete 
adjustment; while at another time, when the 
cells are quite reactive, the stimulus will 
produce a reaction so deeply etched that the 
associated processes set up by the original 
process may ultimately lead to fatigue, to 
maladjustment and to psychic disturbances. 
The following case history represents this 
train of events quite clearly. 


Case Report 
The subject in this report is a white male, 


41 years old, who was admitted to the Kan- 
kakee State Hospital on June 23, 1933. 


He was born in Cincinnati, Ohio, on June 3, 


1890. The history gave no information con- 


cerning the family or ancestral adjustments, 





and this may of some significance. 
though he worked steadily, he was unable to 
accumulate any large amount of money. True, 
he had a home, but he had no money in the 
bank. However, he had never complained 
about his inability to accumulate money. 


On March 17, 1933, he witnessed the death 
of a fellow-worker. This erased all other 
thoughts from his aa That evening his 
children met him as he came from work and, 
contrary to his usual custom, he did not 
speak to them. He felt as if he had been the 
cause of the accident. He brooded over the 
matter and became restless and depressed. 
He often repeated the phrase: “The man left 
a wife and three children.” (This family 
group is the same size as his own.) In a 
short time he lost 22 pounds in weight, but 

ae of his mental depression he continued 
work until June 5, 1933. 
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On June 5, 1933, he left home, still de- 
pressed, and apparently planned on going 
to work as usual. He never arrived there, 
however, and was missing for three days. 
When he was finally found by the police, he 
was described as being fearful, physically 
exhausted, mentally upset and in a state of 
fright and despondency. 

Apparently, prior to this episode, the pa- 
tient had enjoyed excellent health, for the 
only complaint was that, two years pre- 
viously, he had suffered with headaches. 
These were promptly relieved by lenses and 
there had been no further trouble. 

Because of the inability of the family to 
care for the patient in the home, it was 
advised that he be sent to the Psychopathic 
Hospital. This was done, and from there he 
was sent to the Kankakee State Hospital. At 
the latter institution, the physical, neurologic 
and laboratory examinations, including a 
spinal fluid test, were all within normal 
limits and indicative of no disease. He pre- 
sented the mental symptoms usually en- 
countered in the depressive type of manic- 
depressive psychosis, and was so classified. 

During his stay at the hospital, he showed 
two distinct changes in behavior. On August 
17, 1933, he became restless and irritable and 
refused to carry out instructions. Again, on 
December 12, 1933, the same change in his 
normal conduct occurred, but this was for 
only about twelve hours’ duration, as com- 
pared to the period of upset on August 17, 
when approximately 24 hours elapsed before 
his return to his normal behavior. 


Comment 


Although the patient had previously wit- 
nessed similar accidents in the course of his 
employment, those events had been passed 
off, with apparent adjustment. There can be 
no doubt that the accident on March 17 
produced a profound impression, even to the 
extent that he likened it to his own family 
group. He brooded over the matter so that, 
on June 5, he was no longer able to continue 
work, and on that date a second definite 
change in behavior occurred. This may be 
the summation; but very likely, as will be 
brought out, on this particular date his re- 
activity was greater, and a changed reaction 
occurred. 

From March 17 to June 5, he had worked 
as usual, but on the latter date something 
prevented him from even going to work. 
Other significant dates occurring in the his- 
tory are August 17 and December 12. Whether 
these were manic outbreaks in the course of 
the psychosis or something else does not 
matter. What is important is that, at those 
periods, a definite change in the patient’s 
behavior occurred. 

The graphs, numbered 1, 2 and 3, respec- 
tively, illustrate meteorologic conditions pres- 
ent on the dates given in the history as of 
significance. March 17 was a time of unusual 
meteorologic disturbance, and a series of 
great cyclonic waves had been passing over 
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this community in rapid sequence. On the 
17th there was a transient high temperature 
with a rapidly falling barometer, and a 
severe storm followed on the 18th. On June 
5, a similar state occurred; namely, a rising 
temperature and a falling barometer. The 
meteorologic conditions were similar on both 
August 17 and December 12. Thus, at the 
time of all four episodes recorded in the 
history, the meteorologic conditions were the 
same. 
The Graphs 


In general, March and April represent that 
phase in the human metabolism when the 
somatic irritability is greatest, in our latitude. 
There are violent fluctuations in the chemical, 
physical and endocrine balances, and the 
entire autonomic balance is on edge. 


Three patients were under observation dur- 
ing March 17, two of whom were psychiatric 
and one a case of ileus vulva acuteum (Lip- 
schutz).* This latter patient revealed dis- 
tinct evidence of stimulation, with a low 
diastolic pressure and an eosinophilia on the 
17th. This had followed a pressor spasm on the 
17th, coincident with the barometric high on 
the 15th and 16th. On the 17th she had a 
severe gastro-intestinal upset. 


One psychiatric patient revealed the begin- 
ning of a pressor episode of considerable 
magnitude on the 17th, which reached a peak 
on the 18th, and was followed by a very 
marked decline of the diastolic blood pres- 
sure, indicative of the severity of the original 
reaction. In the second psychiatric patient, 
the 17th is reflected by a pressor episode of 
minor extent, but the severity of the stimu- 
lation of the period is illustrated by the 
diastolic low on the 26th, which represents a 
cumulative effect of the repeated stimuli. 

Graph No. 2 was obtained from another 
psychiatric patient. The nature of the changes 
is evident. No patient was under study on 
August 17, but the barograph shows the 
nature of the meteorologic changes occurring 
at that time. On December 12, another pa- 
tient showed definite changes. 

Is it not reasonable to suppose that changes, 
similar in nature to those observed and dis- 
cussed for the other cases under observation, 
were taking place in the patient whose mental 
difficulties dated from March 17th? They 
have been found in every patient so far 
studied and, from deduction, they must also 
have occurred in this patient, but the extent 
is not known. However, they must have been 
rather severe, as shown by the abnormal reac- 


*This rather rare condition was first described by 
Lipschutz. Although the term is not in common use, 
it connotes a definite clinical entity. The original 
reference is to found in the report of the Bacteri- 
ological Foundation of Germany, in the “Atlas of 
Venereal Disease,” published in Leipsic, in 1913, by 
Lipschutz. As the title indicates, the condition is 
one of acute ulcers of the vagina. 
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tions, because, to a large extent, the reactivity 
of the cerebral cells is conditioned by the 
extent of the changes in the chemistry, 
physics and endocrine concentrations. The 
conclusion is that the psychic stimulus acted 
in this case at the time of an unusual reac- 
tivity of the cells, and this initial impression 
set going the train of events. 

In psychiatry, much time and effort is de- 
voted to an analysis of the individual patient. 
All the factors previously considered were 
indeterminable, but here we have a factor 
that can be measured. Might it not be 
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profitable to consider this factor in future 
analyses? 

Of course the conclusions are based largely 
upon deduction and upon conclusions arrived 
at from a detailed study of other similar pa- 
tients, in whom definite changes in behavior 
occurred during the period of study. All 
these patients showed definite changes in 
their chemical concentrations. The definite 
proof from other similar cases will be a 
matter of chance—a patient developing simi- 
lar reactions while under a period of study. 
6400 Irving Park Blvd. 





Sex Questions Answered* 
Part Ill 


Menstruation 


22.—_Why do women have to menstruate? 
I understand the lower animals do not. 


WE really do not know, but we have 
theories. Primates—human beings, apes, 
monkeys, baboons, etc.—all menstruate, iden- 
tically. Most of the other mammals have an 
alternative phenomenon, called heat, which 
occurs only at ovulation time and serves to 
signal to the male that ova are ripe for im- 
pregnation. He seldom attempts intercourse 
outside of these periods of heat. 

Durant‘ feels that in primates the period 
of heat has become lengthened until it is prac- 
tically continuous. This explains the more 
intense sex life of human beings. 

Recent research seems to bear out the “dis- 
appointment” theory of menstruation. The 
lining of the uterus is thickened and engorged 
with blood in preparation for pregnancy. 
When a fertilized ovum fails to arrive, the 
“seed bed” is torn up and the blood dis- 
charged. Perhaps this is necessary to clean 
up and prepare the lining quickly for the 
next opportunity of impregnation. Appar- 
ently, in the lower animals, this “cleaning 
up” is not necessary, for in the wild state 
they are almost invariably impregnated. 


23—Are cramps during menstruation al- 
ways a sign of a misplacement of the uterus? 
If not, what else could cause it? 

There are several different causes. Infantile 
uterus and misplacements, such as retrover- 
sion and retroflexion, were frequently blamed 
in the past, but now we know that their réle 
is a very minor one. Congestion is often 
blamed, and we know that heat, especially 
diathermy, often relieves pain and starts the 


*This article is being published in four parts. 
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Ohio State University. Personal communication. 
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flow. Probably 60 to 70 percent of painful 
menstruation is due to insufficient endocrine 
secretions®, 

Recent research has shown that the ovary 
produces at least two internal secretions that 
have a part in producing menstruation. One 
of these softens the uterus to prepare it for 
pregnancy. Lack of it results in menstrual 
pain. The pituitary gland elaborates several 
secretions, at least one of which influences 
menstruation. Some of these extracts are com- 
mercially available and their administration, 
in appropriate cases, relieves menstrual dif- 
ficulties and nervous conditions. Infections, 
inflammatory conditions and ovarian tumors 
cause much pelvic pain, which is somewhat 
continuous, but often aggravated at men- 
strual times. Careful examination by a 
capable physician will point the way to suc- 
cessful treatment, in a majority of cases. 


Leukorrhea, and Other Non-Venereal 
Diseases of the Sex Organs 


24.—Does either leukorrhea or masturba- 
tion cause or tend to cause sterility or bar- 
renness? Does either have any ill effects upon 
the unborn child? 

Masturbation has no effect upon the unborn 
child or upon fertility, except as it tempo- 
rarily attenuates the semen. Science has 
punctured the outworn masturbation bogey 
(see answer 17). 

Leukorrhea frequently causes sterility be- 
cause the condition is very unfavorable to the 
action and life of the spermatozoa, and, in 
severe cases, to the firm implantation of the 
ovum. Leukorrhea has no effect upon the un- 
born child, although it might be possible for 
an eye-infection to be produced during labor. 
This, however, would be prevented by the 
routine use of eye drops. 


5.—Reel, Philip J., professor of gynecology, Ohio 
State University. Personal communication. 
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25.—Does mumps affect the sex organs of 
girls as it sometimes does in boys? Will it do 
any permanent harm? 

Mumps occasionally attacks the ovaries of 
girls, but it is not so commonly noted as the 
orchitis in boys, probably because the testi- 
cles are more subject to trauma than are the 
ovaries. It is quite possible that some of the 
menstrual difficulties which women have, and 
which recent research seems to attribute to 
difficulty in the excretion of the ovum, might 
be due to a sclerosing or toughening of the 
tunica albuginea, or outer membrane of the 
ovary. I am not aware of any discussion of 
this point in the literature. 

Venereal Disease 


26.—Which is the worst venereal disease 
and are they all’ dangerous, or are some “no 
worse than a bad cold”? 

Some authorities might not agree with me, 
but I feel that syphilis is the worst of the 
venereal diseases, because its ultimate results 
are so widespread. “The sins of the father 
are visited upon the children and their chil- 
dren’s children, even unto the third and 
fourth generations.” Gonorrhea seldom goes 
beyond the next generation. 

Physicians should be the educators of the 
public in the answering of this question. We 
know the devastating effects of venereal dis- 
eases and should not be bashful in combating 
this terrible fallacy, that they are “no worse 
than a bad cold.” Whenever the oppor- 
tunity arises, the physician should enumerate 
the effects of venereal diseases and dwell 
upon the stupendous difficulties of obtaining 
a cure, in view of the poor cooperation of the 
average patient. 

27.—Does gonorrhea always prevent child- 
birth? If it is chronic, how does one know 
one has it? Are eyes always weak in the 
presence of gonorrhea? What is the best 
thing to do to cure it? 

Gonorrhea does not prevent childbirth, 
although gonorrheal salpingitis is a frequent 
cause of sterility, as an attack may destroy 
the ciliated epithelium of the lining or seal 
the tube. The cause of tubal pregnancy is 
almost always gonorrhea. 

Many women suffer from gonorrhea with- 
out knowing it, most physicians hesitating to 
tell a bride just what is the matter with her, 
and why. Chronic gonorrhea in women re- 
quires the examination of a smear for diag- 
nosis, sometimes repeatedly, before the offend- 
ing organisms are found. Naturally, the 
patient cannot make the diagnosis. Any un- 
natural discharge, or pain through the pelvic 
organs, should send the victim to a competent 
physician for examination. 

Gonorrhea has no effect on the eye, as long 
as the germs are confined to the sex organs; 
but it is very easy to transmit the pus to the 
eye, with resulting inflammation and blind- 
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ness. Formerly, this frequently happened to 
babies at birth, but nowadays, with the com- 
pulsory use of drops in the eyes of every 
new-born child, there is much less gonorrheal 
blindness. 

The treatment of gonorrhea is long and dif- 
ficult and requires all the skill of a good 
physician, who usually has to adapt his 
remedies to the condition as he finds it from 
day to day. No one thing is “the best,” but 
many remedies have to be used. Diathermy 
(a heating through of the parts by means of 
high-frequency electricity) is probably the 
most important of these, with stimulators of 
phagocytosis next, iontophoresis third, and 
local applications last. 


Pre-Marital and Marital Instruction 


28—Would it be advisable and recom- 
mended for a young couple contemplating 
marriage at the earliest possible date to read 
together a book such as Margaret Sanger’s 
“Happiness in Marriage”? 

Yes, indeed! Information such as_ that 
given in the first few chapters of this book is 
needed by all engaged couples. A well in- 
formed physician can give most of this in- 
formation at the proper time and clear up 
misunderstood points, better than any book. 
Best of all, children should gradually and 
unconsciously absorb sex information from 
environment and parents, using the book or 
physician merely as a review. A whole book 
of truth is often a severe shock to a youth 
brought up in ignorance, repression and 
prudishness. 


29.—Is there any basis or logical reasoning 
behind the opinion that certain people enter- 
tain regarding desirability of premarital sex 


experiences? What is your opinion regard- 
ing this assertion? 

I do not believe that any answer to this 
question will ever receive a unanimous vote: 
there is too much chance for difference in 
opinion. I personally feel that all forms of 
physical sex expression, commonly designated 
by the terms “spooning” and “necking,” 
logically belong in the period of late court- 
ship, preferably after engagement. The argu- 
ment for premarital sex experiences of all 
sorts, even including trial marriage, whether 
public or clandestine, sounds good on the sur- 
face, but reduced to its lowest terms, the 
argument is simply this: People are not in- 
telligent enough to choose suitable mates, 
therefore they must experiment at marriage 
to find out what sort of specimen they have 
stumbled upon. 

I firmly believe that the mental and 
spiritual attributes of people are the things 
which make or spoil a marriage. On the 
physical side, we need only consider, before 
marriage, questions of health, but these are 
better determined by a physician’s examina- 
tion than in any other way. Frequently such 
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an examination will discover easily remedied 
physical defects, whereas lack of an examina- 
tion would allow these defects to mar an 
otherwise splendid marriage. 

Oftentimes lack of harmony or experience 
gives a newly-wed couple a great deal of 
trouble. Usually a certain amount of adjust- 
ment of the physical relationship is necessary. 
If this is allowed to be the determining factor 
*n whether or not they shall marry, there is 
a great chance of a perfectly fine match being 
prevented. The physician who is well in- 
formed on sex matters can examine and ad- 
vise the necessary treatment and adjustment 
to overcome practically all difficulties of a 
physical nature which may arise. 

Our Creator, in His beneficence, created 
woman for man, and vice versa, and primi- 
tive man had very little trouble with incom- 
patibility. As civilization introduced greater 
mental and spiritual factors and needs into 
life, the chances for conflict became multi- 
plied. I always advise my patients and lec- 
ture audiences, “Make sure of your mental 
and spiritual harmony. Do not enter into any 
engagement where there is any doubt on that 
side. Both should have complete physical 
examinations and advice as to honeymoon 
conduct, by a physician who knows what to 
advise. The physical adjustments will prob- 
ably take care of themselves. If not, they can 
easily be adjusted, if your mental and 
spiritual attitudes are right.” (See answers 
32, 36 and 53.) 

Desire 

30.—I have heard that inactive men (that 
is, men not participating in physical exercise 
to any great extent) are more emotional and 
demand sexual relations oftener than do ac- 
tive men. Is this so? Why? 

Physical activity has a tendency to tire a 
man and divert his energy into other chan- 
nels, leaving less to be expended in the forma- 
tion of the various sexual secretions. The 
accumulation of these secretions stimulates 
desire. The sedentary man does not have this 
opportunity to “blow off steam.” A woman’s 
interest in sexual relations is also greatly re- 
duced when she is tired. Both should be 
considered when any problem of frequency 
of intercourse is in question. 

The fact that the writer of this question 
says “men ... demand sexual relations” shows 
a lack of perfect understanding of the prob- 
lem. Apparently, this young woman has the 
old-fashioned idea of “husband’s rights” and 
“wife’s submission.” On the other hand, per- 
haps it is merely an unfortunate choice of 
words, and this brings us to the next ques- 
tion. 

31—Could a normal woman control herself 
and refuse to respond to her husband’s sexual 
desire under normal conditions? 

This I will answer with an emphatic “no,” 
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if the questioner insists on leaving both of 
these words “normal” in her interrogation. 
The normal thing for any married person to 
do is to respond to the caresses of the loved 
one. This is equally true of either sex. 
There are many conditions which prevent 
this normal response, but they are not “nor- 
mal conditions,” but departures from nor- 
mality. 

The psychic attitude of a person has a great 
deal to do with the matter, and many ele- 
ments, such as fear of pregnancy, jealousy, 
quarrels, worry and sorrow prevent a proper 
response. Physical causes, such as pain, 
whether it be headache, menstrual or other- 
wise, and “just plain tired out,” also tend to 
inhibit the reaction of a person of either sex. 
Many of these factors can be understood and 
evaluated by the couple themselves. Some- 
times, such problems must be taken to a 
physician, whose best skill will be sorely 
tried. However, given a normal, healthy 
woman, properly in love with her ardent and 
thoroughly initiated husand, she had better 
be very careful what liberties she allows 
herself on the theory that “she can control 
herself and refuse to respond.” However I 
wish I could ask the propounder of this ques- 
tion, “Why should a ‘normal woman’ wish to 
‘refuse to respond’?” 


Intercourse 
32.—Several young people have lately ex- 
pressed to me this opinion: That sexual in- 
tercourse between two people who love each 
other is perfectly all right, whether inside the 
marriage bond or not. Since it is the highest 
and most sacred expression of love, they say, 
there is nothing wrong in it. I have always 
believed that intercourse before marriage is 
immoral, even though the couple is engaged. 
Please discuss from a doctor’s standpoint, as 
well as the moral side. 

Discussion of this question hinges upon the 
understanding of the words “love” and “mar- 
riage.” There are myriads of definitions of 
these, but when we discuss the two together 
in the same paragraph, they become prac- 
tically synonyms. 

Love is the attraction between two people, 
which can only be satisfied in marriage. 
Marriage is the consummation of that love in 
intercourse. A love which would tolerate 
such a thing as a temporary arrangement is 
not worthy of the term “love,” but is merely 
a fleeting passion. No one who knows what 
love really is would ask such a fool question 
as this. The trouble is that 90 percent of 
young people are pitifully ignorant of what 
love really is, although they may talk glibly 
about it, and even conduct considerable 
“original research” of the type which this 
question suggests. Love is, essentially, an ex- 
tremely complex tie, woven like a spider's 
web of innumerable strands, such as mental, 
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spiritual or physical contacts or associations, 
pleasurable in nature or not, but in either 
case, serving to bind together the interests 
and experience of the two participants. 


The marriage ceremony is the public 
acknowledgment of the decision of this 
couple to live together as husband and wife. 
It is merely an advertisement of the fact and 
its confirmation by society. It does not change 
the fundamental fact that marriage existed 
long before there was any organized society 
to conduct marriage ceremonies. But this 
does not answer the question any more than 
Judge Lindsey’s “companionate marriage” 
will settle the “divorce evil.” 

I do not claim to be much of an authority 
on morals, but the fact remains that any 
couple having intercourse before marriage is 
running a number of risks. In addition to un- 
expected pregnancies, most folks realize that 
society frowns upon such procedures, and 
they suffer from the mental effects of that 
knowledge. If they later decide not to marry, 
the previous indulgence introduces into both 
their lives a number of very unpleasant recol- 
lections, doubts and questionings, especially 
if the ultimate match does not turn out as 
deliriously blissful as was expected. (See 
answers 29, 36 and 53.) 

33—For how long a time does sexual in- 
tercourse last? 

Frequently, not long enough. Many couples 
make the very serious mistake of being too 
hasty. Plenty of time should be taken and 
specific stimulation applied to secure proper 
development of the wife’s sensations®. With 
insufficient stimulation, the wife does not 
reach an orgasm, with its resultant relief, 
and is left keyed up and nervous, cheated 
of her rights. This is one of the commonest 
causes of incompatibility and divorce. The 
actual time might vary from ten minutes to 
an hour, according to the participants’ re- 
spective desires and excitabilities and the 
recentness of indulgence. 


34.—Why is it, in sexual intercourse, that 
men sometimes suffer more than women from 
the effects; and again it is vice-versa? 

Men suffer from too-frequent repetition of 
the sexual act, thereby exhausting themselves. 
Women suffer, as just related, from imperfect 
technic and the lack of satisfaction, which 
may lead to excess. If one is the case, the 
man suffers; if the other, the woman; often 
both. 

Marital Harmony 


35.—It was related in our class the other 
day, that most couples suffered either from 
the fact that they had too many children or 
from family adversity, such as quarreling, 
nagging, disregard, etc., because of nervous 


6.—Van de Velde, “Ideal Marriage.” Chaps. VIII, 
IX and X, 
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strain. Why should not birth control be prac- 
ticed and eradicate such situations? 

Most marital unhappiness comes from im- 
proper adjustment of sex relationships or 
from a combination of too many children and 
too little income. Many marry the wrong per- 
son (see answers 10 and 15). Love must be 
mutual; each partner must give joy and hap- 
piness to the other. Therefore, intercourse 
must be equally attractive and satisfying to 
both. If not, dissatisfaction, disgust and strife 
develop. Both (especially the husband) must 
correct improper procedure (see answers 28 
to 34), remove anatomic defects (see answer 
53) and be mutually helpful and considerate. 

Birth control is a much-needed reform in 
the present marital situation. Information 
thereon should be available at any good phy- 
sician’s office. This would eliminate much of 
the trouble referred to. It would not, how- 
ever, change the characters of the couple. If 
they were temperamentally incompatible, birth 
control would not make them over. It would, 
however, relieve the nervous strain due to the 
fear of pregnancy, and all its consequences, 
and the economic strain of more children than 
could be supported. Until the present federal 
law is repealed, it is very difficult for physi- 
cians to secure adequate information or to 
conduct research on contraceptive methods. 
Physicians should join in the campaign for 
repeal, now being promoted by the National 
Committee on Federal Legislation for Birth 
Control, Inc., 1343 H Street, N. W., Washing- 
ton, D. C. Write them for information and 
petitions and get busy. (See answers 39 
to 41.) 

36.—What precautions should a couple take 
to assure themselves that they would make a 
happy marriage? Should this be done before 
or after they are engaged? 

This is a large question. In brief, young 
people should choose as intimate friends only 
those whose spiritual and mental! character- 
istics are compatible and suitable for the 
matrimonial venture. This, of course, should 
be done long before the development of 
sufficient intimacy for an engagement. (See 
answers 10, 11, 15, 32, 53, etc.) 


Fertilization 


37.—As I understand it, menstruation does 
not normally take place during pregnancy. 
If this is true, would a woman menstruate if 
she became pregnant two days before the reg- 
ular menstrual period? 

Does this questioner really mean “became 
pregnant” or “had intercourse”? We now 
know that ovulation occurs almost exactly 
midway between the beginnings of two men- 
strual flows. Impregnation occurs within one 
or two days and implantation within another 
one or two days afterward. It would, there- 
fore, seem to be impossible for a woman to 
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“become pregnant two days before the regu- 
lar period.” 

If the questioner means “had intercourse,” 
the answer is yes. The ovum lives probably 
not more than a day or two after escape from 
the ovary, therefore an intercourse two days 
before the due date of the next menstruation 
will not result in pregnancy nor inhibit the 
next menstruation. 

However, innocent virgins, who are misled 
into intercourse, occasionally worry them- 
selves into such a “blue funk” that menstrua- 
tion is suppressed for a period or two. Of- 
tener, catching cold, exposure to weather ex- 
tremes, or inopportune cold bathing suppres- 
ses a period and, if this occurs near a coitus, 
the latter may be blamed. 

38—Does the breaking of the maidenhead 
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membrane mean that conception has taken 
place? 

No. Not any more than the breaking down 
of the stable door means that you will find 
an extra horse in the box stall. The hymen 
occupies the position of a door at the entrance 
to the vagina. The fact that it is broken 
means nothing more than that force has been 
applied to it. This might occur to a “tom- 
boy” girl of ten by falling astride a fence, 
the limb of an apple tree, etc. For concep- 
tion to take place, the male sperm must be 
deposited within, or at the entrance to, the 
vagina, and a spermatozoon must reach and 
penetrate an ovum far up in the genital tract. 
Occasionally, pregnancy occurs without the 
rupture of the hymen. 


(To be Concluded) 


Notes from the American 
College of Physicians 


Reported by George B. Lake, M.D., Waukegan, Ill. 


T= nineteenth annual clinical session of 
the American College of Physicians was 
held at Philadelphia, April 29 to May 3, in- 
clusive, 1935, in a steady drizzle of cold rain, 


Philadelphia Municipal Auditorium, where the Meet- 
ing was Held. 


which, however, did not appear to cool the 
professional enthusiasm of the 1,592 physi- 
cians who were in attendance. 

As usual, the mornings were devoted to 
clinics and ward-walks in the various hos- 
pitals of the city, and demonstrations at 
several laboratories. A new feature was in- 
augurated, in the form of morning lectures 
at the Municipal Auditorium, where the 
afternoon and evening sessions were held 
and the commercial exhibits were on display. 

At one of these morning sessions we had 
an opportunity to see, for the first time in 
the United States and the fourth or fifth time 
in the world, a graphic record of the electrical 
reactions of normal and abnormal human 
brains or mental states, presented by Dr. 
Joseph Hughes, of Philadelphia. 


Quite recently it was discovered that by 
placing one electrode over the occiput and 
the other on the lobe of an ear, like the 
leads of an electrocardiograph and with a 
similar hook-up, with the mind of the subject 
as nearly at rest as possible and with his eyes 
closed, a graph could be obtained which prob- 
ably shows the spontaneous activity of the 
quiescent occipital lobes. This automatic 
activity seems to be abolished by mental 
effort or by focusing of the attention. The 
graphs of mentally normal people are strik- 
ingly similar, but those of persons who are 
mentally diseased are quite different. 

This procedure has no diagnostic value as 
yet, but with further study, something of 
practical importance may develop later. 

An interesting point in connection with the 
exhibits was that, although the commercial 
exhibitors pay a goodly portion of the ex- 
penses of these meetings, the County Medical 
Society had an exhibit in the corridor, urging 
physicians to prescribe pharmacopeial drugs 
extemporaneously, for drug-store filling, 
rather than the highly specialized and fre- 
quently more potent products of the pharma- 
ceutical manufacturers who were largely 
“paying the freight.” 

The Exhibits 

The displays at these meetings are not so 
extensive and varied as those at some of the 
larger gatherings, but are always well chosen 
and interesting. 

Among the new or relatively new pieces of 
apparatus shown, several seemed to attract 
a great deal of interest. 
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Warren E. Collins, Inc., showed a new type 
of oxygen tent with no top on it, which is 
said to work as effectively as those in which 


Courtesy, Warren E, Collins, Inc. 
Fig. 1:—Burgess Collins Open-top Oxygen Tent. 


the patient’s head is entirely inclosed. (See 
Fig. 1.) 

One of the potentially big little things in 
the Becton, Dickinson and Co’s. exhibit was 
the Busher automatic injector (see Fig. 2), 
intended especially for the use of diabetic, 
asthmatic and other patients who must give 
themselves intramuscular injections. The 
loaded hypodermic syringe is placed in a 
metal arrangement which works somewhat 
like the spring lancet sometimes 
used for collecting small quantities 
of blood for examination. The thing 
is “cocked” and placed against the 
limb where the injection is to be 
made. The release of a trigger drives 
the needle into the tissues to the 
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is said to keep up one’s supply of these neces- 
sary ingredients. 

The Arlington Chemical Co. presented a 
neat little pocket case of pollen proteins for 
diagnosing hay fever cases; the Lederle Lab- 
oratories, a staphylococcus toxoid, for the 
treatment of staphyloccic infections, and a 
moccasin snake venom solution, for use in 
hemorrhagic conditions; the Sandoz people, 
Bellergal, for the treatment of hypertonicity 
of the vegetative nervous system; the Doak 
Co., a “soapless soap” called Tersus, for use 
in skin disorders; and many other interesting 
things “too numerous to mention.” 

Now we come to abstracts of some of the 
papers and talks presented at the general 
sessions and hospital clinics; and in this con- 
nection it is well for those who are interested 
to remember that the full text of most of the 
papers here abstracted will appear in the 
Annals of Internal Medicine within the next 
few months. This magazine is practically in- 
dispensable to specialists in internal medicine, 
and contains much material of practical value 
to genera! practitioners. 


THE ENDOCRINES AND PERSONALITY 


By Walter Freeman, M.D., F.A.C.P., 
Washington, D. C. 

Those who talk and write as if the en- 
docrines were the only factors influencing 
personality are overreaching themselves. 

There are four general types of personality 
patterns: the cycloid; the paranoid; the 


proper depth, so quickly that it iS Courtesy, Becten, Dickinson & Co. 


painless, and the plunger is then de- 
pressed, depositing the medicament 
in the tissues. 

Among a number of interesting drugs, some 
of the newest ones shown were Adagol (a 
vitamin A and D concentrate from the livers 
of edible fish) and Devegan (a combination 
of an arsenical product with a hydrolized 
carbohydrate), for the treatment of leukor- 
rhea, especially that due to Trichomonas vag- 
inalis, by the Winthrop Chemical Co. 

Smith, Kline and French had Benzedrine 
inhalers—neat little aluminum tubes, a sniff 
or two at which will shrink the nasal mucosa, 
in head colds, sinusitis and hay fever, as 
effectively as an application of ephedrine. 
The physician who introduces his “stuffy” 
patients to one of these contrivances will 
make friends. It does the work! 

McKesson and Robbins offered a potent 
vitamin concentrate for intramuscular use, a 
dose of which, every couple of weeks or so, 


Fig. 2:—The Busher Automatic Injector, with Hypodermic 


yringe in Place. 


schizoid; and the epileptoid. These types 
have been fully described in the literature. 
Of course, there are variations and combina- 
tions of characteristics, but the basic patterns 
remain, influenced and sometimes empha- 
sized, no doubt, by the condition of the en- 
docrine system, but basically unchanged. We 
are now getting an inoculation of common 
sense against such books as “The Glands 
Regulating Personality,” though, of course, 
there are large factors of safety in the en- 
docrines and a balancing action among them. 

The pineal gland probably influences 
somatic and sexual development, but it has 
no influence upon the basic personality pat- 
tern of the individual. 

If the pituitary is small, the personality 
tends to be undeveloped, neutral and undif- 
ferentiated; if large, the individual tends to 
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be extroverted, active, industrious and well 
sexed. 

The thyroid acts much the same as the 
pituitary. It gives drive and emphasis, but 
not direction, to the personality pattern. 

The suprarenals also give driving force 
and act a good deal in the same way as the 
pituitary and the thyroid; but they do not 
differentiate the basic personality pattern, ac- 
cording to the classification mentioned above. 

If the thymus persists into adult life, 44 
percent of those in whom it is present will 
have convulsive seizures and a high water 
balance—that is all. 

If the testes are large, that fact will tend 
to emphasize the cycloid type of personality, 
and sex desire and capacity will probably be 
high, but the individual may be homosexually 
inclined; if they are small there will prob- 
ably be little interest in sex matters of any 
description. 

Endocrine disorders and psychic disorders 
are by no means always related; nor does 
the loss or partial loss of certain ductless 
glands change the fundamental personality 
pattern of the individual. The endocrine 
hormones merely give emphasis and stability 
to the basic type in which any human being 
may be classified. 


FEVER 

By J. Harold Austin, M.D., Philadelphia 

In 1851, Wunderlich first began to take the 
temperatures of patients systematically, every 
four hours, to chart these readings and to 
study the fever patterns of various diseases. 
This was the beginning of clinical science. 

The principal causes of fever are: 

1—Physical activity. 

2.—Heat and radiant energy. 

3.—Infections. 

4.—Injection of foreign proteins. 

5.—Infarction. 

6.—Necrosis. 

7.—Hemorrhage. 

8.—The leukemias. 

9.—The anemias. 

10.—Neoplasms. 

11.—Dehydration. 

12.—Heart failure. 

13.—Central nerve lesions. 

14—Certain drugs. 

In heart failure, the rectal temperature 
rises and the skin temperature falls as the 
condition progresses; and this relation is re- 
versed as it improves. 

CLINICAL VITAMIN B DEFICIENCY 
By Katherine O’S. Elsom, M.D., Philadelphia 

Beri-beri is rare in the United States, but 
it seems probable that minor degrees of vita- 
min B deficiency are rather common. It is 
possible, by intelligent study, to calculate the 
vitamin B requirement of any particular 
individual. 
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The principal sources of vitamin B in the 
diet, in the order of their value, are: yeast 
(brewer’s yeast comes first); cereal germ; 
beef liver; pork; eggs; milk; whole cereals; 
and legumes, such as beans, peas, lentils and 
peanuts. The ordinary diet may easily be 
deficient in this vitamin. It should be re- 
membered that vitamins B: and B, are de- 
stroyed by heat, while vitamin Bz is stable. 

Certain causes, not yet fully understood, 
may increase the individual vitamin B re- 
quirement. Among these are heavy exercise, 
which increases the basal metabolic rate, and 
faulty intestinal absorption. 

The symptoms of vitamin B deficiency are: 
General weakness; complete anorexia; sore 
mouth; dysphagia; and slight edema of the 
ankles, with pain and paresthesias. 

All of these symptoms can be relieved by 
a course of dried brewer’s yeast (Harris); 
reproduced by a year on a deficient diet; and 
again relieved by yeast. 

Certain cases of dermatitis, with a distribu- 
tion like that of pellagra, can be relieved by 
concentrated yellow pigment from milk, 
which has a high content of vitamin B». 


HELIUM IN ASTHMA AND OBSTRUCTED 
RESPIRATION 
By Alvan L. Barach, M.D., New York City 


The rare gases are not necessary to life; nor 
do they produce any untoward effects, if 
enough oxygen is given with them. In most 
cases, these gases are given warmed. 

Helium, having about oneseventh the 
weight of nitrogen, can provide a very light 
atmosphere. A mixture of 20 percent oxygen 
and 80 percent helium is about one-third as 
heavy as air, and is correspondingly more 
easy to respire. In cases of asthma and of 
laryngeal and tracheal obstruction, expiration 
is shortened, the pressure in the airways is 
decreased, and the tidal respiratory volume is 
equalized in such an atmosphere. 

In two cases of asthma refractory to epi- 
nephrin, this condition was relieved by several 
hours of the use of a helium and oxygen 
atmosphere. The gases were administered 
through a mask or in a tent. 

In status asthmaticus, where other meas- 
ures had failed, the dyspnea of bronchospasm 
was promptly relieved in the helium atmos. 
phere. { 

This measure is not curative and is not in- 
tended to replace epinephrin, but does dimin- 
ish the effort of respiratory muscles in the 
type of cases where it is indicated. 

ANTI-HORMONES OR CHALONES 
By J. B. Collip, M.D., Montreal, Can. 

For every hormone, there appears to be an 
antagonistic, inhibiting or balancing substance 
—an anti-hormone or chalone. These have 
been demonstrated for the thyrotropic, ad- 
renotropic and ketogenic factors of the an- 
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terior pituitary, and for the A. P. L. (anterior- 
pituitary-like) hormone of the placenta. 


Both hormones and chalones are constantly 
present, but their appearance depends upon 
their relative quantities. Wherever we have 
a biologic test for a hormone, the same can 
be applied in testing for its anti-hormone. 
There are also certain non-specific inhibitory 
effects of the blood serum, in certain cases. 


The development of resistance or tolerance 
to hormones by their continued administra- 
tion, strongly suggests the presence of anti- 
hormones. This tolerance can be transmit- 
ted to another individual with the blood or 
serum of a resistant animal. The resistant or 
inhibitory substance disappears from the 
blood with the passage of time. 


The production of anti-hormone is in direct 
relation to the degree of purity of the 
hormone used; which suggests that, for clini- 
cal purposes, the less highly purified products 
should be more satisfactory. 


TOTAL THYROIDECTOMY IN INTRACT- 
ABLE HEART FAILURE 


By Milton J. Raisbeck, M.D., F.A.C.P., 
New York City, N. Y. 

A new era in the treatment of heart dis- 
ease was inaugurated when a surgical ap- 
proach was attempted. The first efforts in 
this direction involved nerve section for 
anginal pain and were directed against the 
symptoms without attacking the fundamental 
disorder. Total thyroidectomy is more di- 
rectly curative. It offers a means of lessening 
the burden on the circulation when the 
circulatory efficiency cannot be raised to an 
adequate level by other means. 


Indications: 


Up to the present we have felt that the 
indications for total thyroidectomy derive 
principally from the fact that, in any par- 
ticular case, other methods have failed. This 
conservative attitude has led to too much 
delay and to three preoperative deaths in my 
experience. Results can be improved if the 
operation is undertaken somewhat sooner— 
a decision involving a nice balance between 
therapeutic enthusiasm and extreme con- 
servatism. 


It is safest to avoid overenthusiasm. Tell 
the patient the outlook (about 50 percent of 
the thyroidectomized patients are improved) 
and let him decide. 


In congestive heart failure (and also in 
myxedema) the blood flow is slow in propor- 
tion to the metabolic demands of the body. 
To bring about improvement, we must in- 
crease the heart efficiency or decrease the 
metabolic demand. The ideal patient for this 
method is the one who is comfortable in bed, 
but does not tolerate activity. The patient 
with angina pectoris must be kept in bed 
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until the basal metabolic rate (B.M.R.) is 
minus 25 to 30. This requires from 4 to 6 
weeks. 


If symptoms of myxedema develop after 
thyroidectomy (they appear when the B.M.R. 
is about minus 30), give about %4 grain (16 
mg.) of dry thyroid gland daily. 

This method should not be used in patients 
suffering from syphilis; in rapidly progressing 
cases; nor where the B.MLR. is already low 
(minus 25 to 30). 


Results: 

Subjective relief is prompt: heart con- 
sciousness due to a laboring heart has been 
strikingly relieved within 12 hours of opera- 
tion. The dangers of operation are offset by 
the negligible life expectancy in this class of 
patients, and post-operative complications, so 
far, have been very manageable. The im- 
mediate subjective improvement usually goes 
on to a definite general clinical improvement 
with a higher level of efficiency. 


HYPOTHYROIDISM 
By Roger I. Lee, M.D., F.A.C.P., Boston, Mass. 


The medical profession is now coming to 
realize that there are transitory or continu- 
ing functional disturbances which, for prac- 
tical purposes, can be considered as disease, 
but which cannot be demonstrated at the 
autopsy table. These are especially common 
in connection with the endocrine glands, 
about which our ideas have changed radically 
in the past few years. 


Familial thyroid dysfunction is common, 
and the basal metabolic rate is. by no means 
always an index of the condition. These are 
not cases of cretinism or myxedema, and the 
administration of thyroid preparations does 
not always relieve the symptoms, though it 
often does so. The condition is sometimes a 
part of what, as yet, we can only call a gen- 
eral debility. 


The condition of the endocrine system de- 
pends upon heredity, environment, training 
and disease, and the thyroid, of course, 
shares in the effects of all these factors. 


Among the objective signs suggestive of 
hypothyroidism are: amenorrhea, sterility, 
vasomotor disturbances, vague fevers, a dry 
skin, etc. The success of thyroid therapy in 
many of these cases has no direct connection 
with the basal metabolic rate. If it fails to 
produce results, it is well to give pluri-gland- 
ular therapy a thorough trial. 


Hypothyroidism is not a disease entity, but 
is a very common symptom. Variations from 
the individual standard of health are far more 
important than variations from any arbitrary 
standard of “normality.” These patients de- 
serve careful study and intelligent treatment. 
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VITAMIN C DEFICIENCY IN RHEUMATIC 
ARTHRITIS 


By James J. Rinehart, M.D., 
San Francisco, Cal. 


A diet deficient in vitamin C is a scorbutic 
diet, whose effects appear in the connective 
tissues, and animals subjected to such a diet 
are deficient in the factors of resistance 
against the causative factors of rheumatic 
fever—a connective tissue disease—so that 
such a deficiency has a definite and demon- 
strable part in the etiology of this malady, in 
which under-nutrition is a prominent finding. 

Rheumatic fever is the most crippling dis- 
ease of the poor, among whom it is twenty 
times as common as it is among the rich. 
This does not point to infection as the prin- 
cipal cause, but to a deficiency in diet. Of 
course, infection is a factor; but the hemo- 
lytic streptococci are very common respira- 
tory organisms—much more common than is 
rheumatic fever. 

The diet of the poor is generally deficient 
in vitamin C; and this condition of deficiency 
is much more widespread than most people, 
including physicians, believe. 

Rheumatic arthritis is a constitutional dis- 
ease, with manifestations in the joints, and 
vitamin C deficiency seems to be a definite 
factor in the process. 


AGRANULOCYTIC ANGINA 
By Henry Jackson, Jr., M.D., Boston, Mass. 


Agranulocytosis, or granulopenia, occurs at 
all ages except in early childhood. Its onset 
is sudden, with fever and ulcerative pro- 
cesses (except in the skin, the eye and the 
vagina), and extreme leukopenia, most 
marked in regard to the granulocytes. There 
is no anemia nor enlargement of the liver or 
spleen. 

Leukopenia alone does not suffice to estab- 
lish the diagnosis; nor does neutropenia. 
Both of these findings may be present in other 
conditions, especially in aleukemic leukemia 
and aplastic anemia, both of which are sub- 
acute or chronic diseases and show other 
points for differential diagnosis. 

The bone marrow in aplastic anemia and 
arsenobenzol poisoning is quite different from 
that in agranulocytosis. Amidopyrin may be 
a factor in the etiology, but such a relation- 
ship has not been proved. There may be an 
endocrine factor, but that also has not been 
proved. The etiology is varied and obscure. 

Blood transfusion is not to be relied upon 
in the treatment of this condition, and it may 
be dangerous. Pentnucleotide, intramuscu- 
larly, early and in adequate doses, is of value 
in true agranulocytosis, but not in pernicious 
or aplastic anemia. Liver extract has been 


recommended, but there is no sound proof 
of its value. If the blood is without granu- 
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locytes for a few hours, the patient will die 
under any treatment. 

Good nursing care, food, avoidance of 
sepsis, and pentnucleotide are the best treat- 
ment now known. 


SPONTANEOUS HYPERINSULINISM 


By Seale Harris, M.D., F.A.C.P., 
Birmingham, Ala. 

Patients who “feel as if they would die” 
if a meal is delayed; who are irritable, weak, 
nervous, incapable and dizzy (showing in 
fact, the same symptoms as those of insulin 
shock or hypoglycemia), are presumptive 
cases of spontaneous hyperinsulinism. Care- 
ful observation will show that this condition 
is relatively common. 

In these cases the blood sugar may be 
found as low as 60 mg. per 100 cc. of blood, 
in those who complain of weak-hungry spells, 
headaches, insomnia, neurocirculatory asthe- 
nia and the milder neuroses. In more severe 
cases, presenting epileptiform seizures, severe 
psychoneuroses or psychoses or attacks of un- 
consciousness, blood-sugar figures as low as 
27 mg. per 100 cc. have been recorded. 

In the milder cases, the symptoms are 
promptly relieved by the oral or parenteral 
administration of dextrose. The more severe 
and intractable cases (perhaps all of them) 
are due to adenoma of the pancreas and are 
relieved by a sub-total resection of from one- 
half to three-quarters of that gland, the 
amount removed depending upon the severity 
of the symptoms. 

About 25 percent of these patients show 
sugar in their urine more or less regularly. 
In fact, hyperinsulinism may precede and 
perhaps be the exciting cause of diabetes, 
by exhausting the islet cells of the pancreas. 

It should be remembered that the barbitu- 
rates increase the blood sugar, and that 
hyperinsulinism may precipitate typical epi- 
leptic attacks, though it probably is not the 
cause of that disease. 


CONSERVATIVE TREATMENT OF 
DIABETIC GANGRENE 
By Edward H. Mason, Ph.B., M.D., F.R.C.P. 
(Can.), F.A.C.P., Montreal, Can. 


Today, gangrene and infections of the lower 
extremities cause one-third of the deaths in 
diabetes. Gangrene is more fatal than is in- 
fection alone. These cenditions are rare in 
well-controlled cases of diabetes, but are com- 
mon in the mild and uncontrolled cases. 

The pathologic picture is based upon 
arteriosclerosis (impaired circulation) and 
hyperglycemia. Good pulsation in the dor- 
salis pedis artery, irrespective of vascular 
calcification, is most important for healing. 

The conservative treatment of these condi- 
tions consists of: 

1—Rest in bed, with the affected limb 
elevated. 
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2.—Control of the blood sugar by diet and 
insulin. 

3.—Avoidance of all wet dressings, in the 
presence of hyperglycemia or poor circula- 
tion. 

4—Infected areas should be opened and 
drained. 

5.—Long and patient treatment—weeks or 
months may be needed for a cure. 

6—Amputate only when forced to do so; 
and then take the leg off at the knee or 
above it. 

Gangrene can be prevented much more 
easily than it can be cured. Do not cut corns 
and calluses until they bleed. Do not use 
strong antiseptics on the feet of elderly dia- 
betic patients. Control the blood sugar in 
mild cases. 


SUCTION AND PRESSURE IN PERI- 
PHERAL VASCULAR DISEASES 


By Drs. E. M. Landis and L. H. Hitzrot, 
Philadelphia 

In 75 cases of peripheral vascular diseases 
—23 of arteriosclerosis; 22 of thromboangiitis 
obliterans; and 30 of diabetes—the use of 
alternating suction and pressure was de- 
cidedly helpful. 

The formula for this treatment is the alter- 
nate application, with a special apparatus, of 
suction (negative pressure), at from 80 to 120 
millimeters of mercury, for 25 seconds, fol- 
lowed by positive pressure, at from 40 to 80 
mm., for 5 seconds. Begin with the lower 
pressures and gradually increase them at suc- 
cessive treatments. Each session should last 
for two hours and be repeated twice daily, 
at first, gradually reducing the frequency to 
once daily, thrice weekly, and weekly, as the 
condition improves. The average total time 
of treatment has been from 22 to 31 hours; 
the maximum, 90 hours. 

The results have been good in 51 percent 
of the cases treated; fair in 13 percent; and 
poor in 36 percent. Four (4) of the poor 
results were in patients with massive gan- 
grene; and 5 patients failed to complete the 
prescribed course of treatment. We feel that 
the favorable figures are too low, and that 
they might be improved by more treatment. 

Best results were seen in cases of throm- 
boangiitis obliterans; next in arteriosclerosis; 
and worst in diabetes. Thirteen (13) of 24 
patients had no return of symptoms for an 
average of 11 months. These patients are all 
bad risks to start with, partly because most 
of them are old. 

Among the adverse conditions for this 
treatment are: Extreme arterial occlusion; 
massive gangrene; severe infections; osteomye- 
litis; and severe dermatophytosis. Do not 
treat, by this method, patients with acute 
ulcers or deep, encapsulated pus. Watch for 
phlebitis. All of these patients need close at- 
tention all the time. 
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It is well worth while to temporize in this 
way in cases with severe pain and ulcers, in 
order to give time for the development of the 
collateral circulation. The “resting pain” of 
ischemia is usually relieved; ulcers heal; and 
intermittent claudication is improved. 


NON-COLLOIDAL SULPHUR IN 
ARTHRITIS 
By Drs. L. L. Lane and P. J. Warter, 
Philadelphia 

We have given about 10,000 injections of 
non-colloidal sulphur in a number of cases of 
hypertrophic and atrophic arthritis, diagnosed 
by clinical and roentgenologic methods, with 
results which we consider sufficiently satis- 
factory to warrant reporting them. Not all 
cases were improved. We do not consider 
this a cure-all, but a valuable supplement to 
other methods of treatment. Remember that 
osteopathic treatment will aggravate hyper- 
trophic arthritis. 

Flour of sulphur and glycerin, at a tem- 
perature of 260°F., under pressure, give a 
solution which is not colloidal. Administer 
10 cc. of this solution (which is not yet avail- 
able commercially), intravenously, once a 
week for 14 weeks, more or less. The injec- 
tions may be continued for a year or two, if 
indicated (one of our patients has received 
112 injections.) In some cases, no improve- 
ment is seen for 4 to 5 months. 

If dermatitis develops (which is rare, but 
does occur sometimes), increase the time be- 
tween treatments to two weeks. 

If intramuscular injections are given, there 
will be a local area of pain for about ten 
minutes, but no serious results have been ob- 
served so far. 

The psychic factor should not be over- 
looked in cases of this type, but it was not 
important in this series, as the improvement 
observed was objective, as well as subjective. 


ANEMIA IN PREGNANCY 
By Maurice B. Strauss, M.D., Boston, Mass. 


The most common type of anemia is the 
hypochromic or secondary form, which is due 
to a deficiency of iron dependent upon an 
inadequate intake of that metal or a failure 
of its proper utilization, resulting in some way 
from a lack of normal stomach juices. 

This type of anemia can be completely re- 
lieved by large doses of iron, remembering 
that anemia in pregnancy comes from the 
same causes as those operating in non-preg- 
nant women. 

Infants born of untreated mothers of this 
type were free from anemia at birth, but al- 
ways developed it during the first years of 
life. If the mother were properly treated, the 
children did not develop anemia. One-fourth of 
the anemias of pregnancy were quite similar 
to the socalled pernicious anemia; but in preg- 
nancy this type of anemia is only temporary. 





Cholecystitis in Gynecologic Patients 
By G. L. Moench, M.D., New York City 


fC eeataee has been classed, and rightly 
so, as a surgical specialty, but at the 
same time it is more than that. A very im- 
portant aim of gynecology must always be 
conservation. Thus the conscientious gyne- 
cologist is of necessity conservative, not only 
because of the peculiar functions of the or- 
gans with which he deals, but also because 
experience has taught him the dangers of 
operative interference in some, especially 
acute, inflammatory lesions of the pelvis. This 
conservatism naturally will extend to other 
diseases commonly seen in gynecologic pa- 
tients, and may tend to the application of 
conservative measures where the general sur- 
geon would operate. I believe that this per- 
tains, with full force, to gallbladder condi- 
tions which, in themselves, are three times as 
common in women as in men, and are among 
the most common lesions seen in gynecologic 
patients. 

Due to the intimate association of the pelvic 
organs with other organs of the abdomen, 
and due further to the psychic and emotional 
reactions produced by lesions of the genera- 
tive organs, the gynecologist, perhaps above 
all other medical specialists, must be careful 
to examine every patient fully and to assay 
and evaluate the various symptoms and signs 
present. Thus gastrointestinal symptoms, 
which are so common in gynecologic patients, 
are often predicated on gallbladder lesions. 

One may say, practically with certainty, 
that at least 90 percent of all gynecologic 
patients over 35 years of age, who are over- 
weight, eat well and lead sedentary lives, 
have some form of gallbladder lesion. It then 
becomes a question of judgment to interpret 
what part the gallbladder condition plays in 
any particular symptom-complex. Certainly 
operation is not indicated in the vast majority 
of these cases. In fact, it has been estimated 
that only about 6 to 10 percent of all adults 
with some form of gallbladder pathosis need 
surgical intervention. These figures will be 
further reduced by those patients who refuse 
operation, those who are poor risks because 
of obesity, diabetes and other general condi- 
tions, and those who urgently need a gyne- 
cologic operation for menorrhagia from 
fibromyomata or because of ovarian tumors, 
etc. Here simultaneous cholecystectomy, al- 
though I have performed it in some favorable 
cases, generally involves too much risk, and 
many of these patients will not submit to a 
second operation. We have, then, a large 


group of women who have to be treated con- 


servatively for their gallbladder condition. 
One will naturally ask what results are to 


be expected from such conservative measures. 
My own experience, confirmed by the litera- 
ture, has been that such “elective” conserva- 
tive treatment certainly does not produce, 
due to a sudden surgical catastrophy, a 
greater mortality than elective gallbladder 
surgery in competent hands. 

The actual results of such conservative 
treatment, in percentages, are hard to state, 
since we all know that cholecystitis and cho- 
lelithiasis may produce marked symptoms 
which may subside again for months and even 
years. There can be no doubt, however, that 
many cases, probably about a third of all 
these patients, are definitely improved or even 
relieved; another third usually shows some 
improvement, and is willing to “let well 
enough alone”; and the last third shows no 
improvement or even becomes worse. I feel 
that the latter two groups should be operated 
upon. Nevertheless, with about 33 percent of 
all such patients showing definite improve- 
ment, I feel that in all gallbladder cases, un- 
less stones are present or some other factors 
necessitate surgical intervention, conserva- 
tive treatment should be tried. This must, 
however, be succeeded promptly by operation 
if the conservative measures prove of no avail. 
I believe especially in such trials of conserva- 
tive measures because many cases diagnosed 
as gallbladder disease are really not such le- 
sions at all, but gastrointestinal disturbances 
due to many different causes. 

Even when anatomic gallbladder changes 
are shown to be present, it is not necessarily 
that organ which is the cause of the patient’s 
distress. Thus, the evaluation of the symptoms 
present in true and suspected gallbladder 
disease requires, not only all the known and 
various diagnostic procedures, but in addition 
also a marked degree of judgment. The latter 
is especially needed, since cholecystectomy, 
in the absence of pain and particularly typical 
biliary attacks, is successful in only about 
one-half of the cases. 


Conservative Measures 

What, then, should the conservative treat- 
ment be in lesions or suspected lesions of 
early gallbladder disease? 

In general, we can summarize the treatment 
under three headings: 

1—Prevention of biliary stasis. 

2.—Prevention of inflammation. 

3.—Diet. 

The simplest way to prevent biliary stasis 
is usually by a morning dose of a saline ca- 
thartic and the giving of a cholagogue before 
meals. Personally I have had very good re- 
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sults with Ago-Cholan, the cholic and salicylic 
acid salts of strontium (2 gr—0.13 Gm—in 
each tablet), with 1.5 gr. (0.1 Gm.) of phenol- 
phthalein diacetate. Usually a saline cathar- 
tic is not necessary when giving Ago-Cholan. 
The dose, of course, varies with the patient 
and with the severity of the symptoms. 
Generally two tablets, two to three times a 
day, are sufficient; and often, after relief of 
the symptoms has once been obtained, one 
tablet a day, or even two to three times a 
week, may suffice to keep the patient symp- 
tom-free. 

The prevention of inflammation must, of 
course, be accomplished by avoiding all 
sources of gastroenteritis and removing any 
possible foci of infection, especially in the 
tonsils, teeth or nasal sinuses. 

The diet, today, need not be the tasteless 
one prescribed formerly. However, the food 
should be bland and readily digestible. Sub- 
stances with much roughage, such as bran, 
whole-wheat bread, pumpernickel, celery, cab- 
bage, asparagus and raw fruits and vegetables, 
should be eliminated; strong condiments and 
concentrated alcoholic drinks likewise should 
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not be taken. Proteins should be reduced, 
and smoked and spiced meats and fish 
avoided. Fats, olive oil, butter and cream 
are, of course, to be forbidden, in the obese; 
but in the under-nourished these foods are 
of especial value, since many gallbladder pa- 
tients tolerate fats very well. Just as impor- 
tant as the diet itself is the method of eating. 
Overloading the stomach is always undesir- 
able, and many patients do very well on small 
meals at frequent intervals. 

A good preparation for distress after meals 
is extract of belladonna, 1/10 gr. (6.5 mg.), 
combined with 5 gr. (0.325 Gm.) of sodium 
bicarbonate, two capsules twenty minutes 
after each meal. Sometimes rhubarb and soda 
mixture is also of decided value. 

With such conservative measures, the re- 
sults in early gallbladder disease, and espe- 
cially in cases where stones are not present, 
are surprisingly good in many cases. However, 
it must be stressed again that, if prompt relief 
is not obtained after a trial of the above- 
outlined conservative measures, operation 
should be the therapy of choice. 

30 East 58th Street. 





THE URINE IN DIAGNOSIS 


Do not forget to inquire carefully as to the quantity of urine passed in 


every acute disease. 
the urine. 


If the patient is in distress, examine for retention of 


A lessened secretion of urine occurs in all febrile diseases. Complete 
anuria for many hours occurs in diseases associated with vomiting or 


diarrhea. 


It may be a very prominent symptom in pyloric stenosis, and 


the first sign that the food is passing the pylorus is an increase in the 


quantity of the urine. 


Anuria is also a symptom of cardiac weakness, but after an acute disease, 
especially scarlet fever or diphtheria, it should suggest parenchymatous 


nephritis. 


Polyuria is a prominent symptom of certain diseases of the nervous sys- 


tem, as encephalitis and tumor. 


Of course, it often occurs at the onset of 


sudden cool weather, after resorption of exudates, and after certain foods 


and drinks. 


Do not believe that every albuminuria indicates the existence of a 
nephritis. The albumin may come from the kidney and signify a renal 


irritation only. 


Renal irritation is common during the course of many severe infectious 


diseases. 


Its diagnosis from nephritis is not always easy. The greater 


number of casts in the latter condition has some value, but the most reliable 
signs are disturbances of renal function, as anuria, polyuria, edema, breath- 
lessness, restlessness and circulatory disturbance. 

Hyaline casts are found in every case of renal irritation, and have little 
clinical bearing. Do not expect to diagnosticate an amyloid kidney by the 


presence of waxy casts. 


They may not be present, and even if some are 


found, it may not be an amyloid kidney. 

Do not mistake pyelitis for nephritis. In the latter disease the albumin 
is large in percentage, numerous red and white corpuscles may be present, 
and casts are abundant; in the former disease the albumin is small in 
amount, casts are very scanty, and pus-cells are abundant. 

Hematuria is often a symptom of hemophilia, purpura hemorrhagica, 


and pernicious anemia; rarely it is observed during severe septic diseases. 
When giving methenamine, watch for hematuria—JoHN ZanorsKy, A.B.. 
M.D., in “Golden Rules of Pediatrics.” 
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T= vacancy on the editorial staff of this 
department, caused by the untimely passing 
of Dr. Wilbur H. Gilmore, as announced last 
month, is now filled by Dr. Maximilian J. 
Hubeny, of Chicago. 

Dr. Hubeny was born in Leipzig, Germany, 
October 12, 1880, but 
received his education 
in the United States. 
In 1906 he was gradu- 
ated from Hahne- 
mann Medical Col- 
lege, Chicago, but de- 
siring to have as com- 
plete and well round- 
ed a medical training 
as possible, he re- 
ceived another M.D. 
degree from the Uni- 
versity of Illinois Med- 
ical School in 1909. 

His entire profes- 
sional life has been 
spent in Chicago 
(with frequent trips 
to other cities, in or- 
der to keep abreast 
of the newer develop- 
ments), and most of 
it has been devoted to 
the study and prac- 
tice of radiology, 
especially the med- 
ical applications of x-rays. The high quality 
of the work he has done is evidenced by the 
fact that he has been president of the Chicago 
Roentgen Society, the Radiological Society of 
North America, the American College of 
Radiology, and the alumni of the University 
of Illinois Medical School, as well as chair- 
man of the Section on Radiology of the 
American Medical Association. 

As a clinical radiologist, Dr. Hubeny has 
been roentgenologist to the Cook County, 
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Henrotin and Grant Hospitals, the Chicago 
Policlinic, the Illinois Postgraduate School, 
and the Chicago Municipal Tuberculosis 
Sanitarium, as well as consulting roentgenolo- 
gist to the Industrial Commission and other 
bodies. 


He is also a member of the council 
of the Chicago Med- 
ical Society, a fellow 
of the A. M. A. and 
a member of the 
London Roentgen So- 
ciety (Eng), the 
German and Bohe- 
mian Medical Socie- 
ties, of Chicago, and 
of a number of other 
professional and other 
organizations, includ- 
ing the Art Institute 
of Chicago and the 
Chicago Yacht Club. 

Dr. Hubeny’s quali- 
fications in the edi- 
torial field are at- 
tested by the fact 
that he was formerly 
editor of Radiology 
and associate editor 
of the American 
Journal of Cancer 
and the Italian and 
Cuban Journals of 
Radiology. In addi- 
tion to this he is the co-author (with Dr. 
W. A. N. Dorland) of a book, “The X-Rays 
in Obstetrics and Embryology,” and the 
author of many papers in his specialty and 
also on medical economics. 

We welcome Dr. Hubeny to our editorial 
staff, and feel sure that our readers will de- 
rive much help and benefit from his ripe 
judgment and his active and enthusiastic 
mind and heart. 

6. BB. i. 





NOTES AND ABSTRACTS 


The History of Cancer* 


HE Ancients have described cancer in a 

remarkably lucid manner. They treated it 
by surgical excision and by chemical caustics, 
such as the Egyptian arsenical paste. Arsenic, 
today, is one of the chief ingredients of so- 
called cancer pastes, used by quacks and 
quack institutions. Cancer is mentioned in the 
Papyrus Ebers (B.C. 1500) and in the frag- 
ments found of the literature of India and 
Persia. 


Hippocrates (B.C. 460-375) recorded these 
traditional facts in describing cancers of the 
skin, breast, uterus and internal organs. He 
designated indolent ulcers carcinoid, and pro- 
gressive malignant growths carcinomas. Demo- 
cedes (B.C. 520) cured Altossa, the daughter 
of Darius Hystaspes, of breast cancer; and 
Hippocrates removed a carcinoma of the neck 
with a hot iron—the earliest record of treat- 
ment with heat. 

Celsus described several chief varieties of 
cancer and excised breast cancer. Galen (A.D. 
131-203) did not advance the conception of 
cancer, but explained its cause on the humoral 
doctrine of alta bilis, which was accepted for 
more than a thousand years. The black bile 
was concentrated in the regions where cancer 
developed. This theory was attacked by Para- 
celsus (1413-1541) who claimed that the dis- 
ease was due to mineral salts in the blood. 


The Renaissance (1500-1700) brought the 
discovery of the circulation of the blood, by 
Harvey (1628); of the lymph vessels, by Olens 
(1652); and of the red blood cells, by Mal- 
pighi (1661). The latter used a compound 
microscope, which had been in existence since 
1592 through the labors of Hans and Zacha- 
rias Janssen. 


It now was found that black bile did not, 
but blood and lymph did, collect at the sites 
of cancer. The lymph theory was attacked by 
Morgagni, who established the pathologic 
anatomy of cancer at autopsy and separated 
gumma (soft tumor of tertiary syphilis), 
struma (glandular enlargements), exostosis 
(bony overgrowth) and lipoma (fat tumor) 
from cancer. 


The study of the pathologic anatomy of 


*This is the first of a series of five editorials by 
Dr. Schmitz. The subsequent ones will deal with: 
The Nature and Causes; Prophylaxis; Early Diagnosis; 
and See of Cancer, including Radiation Ther- 
apy.—Eb. 


cancer was greatly advanced by John Hunter, 
Hey and Abernethy, in England, and Bichat, 
Laennec, Broussais and Cruveilhier, in France. 

With the construction of the first achromatic 
microscope, in Paris (1824), a new era, that 
of cellular pathology, opened. Raspail (1826) 
showed that the growth of tissue resulted 
from the multiplication of cells. This observa- 
tion became the basis of extensive observa- 
tions by Collard (1828), Miiller, Virchow, Vel- 
peau, Hannover, Rokitansky, and others. They 
all attributed the origin of cancer to a fluid 
blastema (an embryonic tissue from which 
cells, tissues and organs are formed). Cancer 
was an organized exudate from the blood, 
with overnutrition and overgrowth. It was 
accurately described and classified as benign 
and malignant, and various types of carcinoma 
and sarcoma were recognized. 

In 1860 Virchow founded cellular pathology 
upon the doctrine of Omnis cellula e cellula. 
He ascribed the origin of cancer from con- 
nective tissue cells. Remak and His corrected 
this error, as it conflicted with the principle 
of the immutability of the three germ layers 
in the trilamniar blastoderm; namely, ecto- 
derm, entoderm and mesoblast. Ectoderm 
forms the outer skin and the lining of the 
respiratory, gastro-intestinal and genital ca- 
nals; entoderm, lining endothelium of the blood 
and lymph vessels and the pleural, peritoneal 
and other closed cavities; mesoderm, connec- 
tive tissue structures such as bones, muscles, 
blood and the organs of excretion (except 
those from the ectoderm) and internal genitals. 


Remak insisted that epithelial cells could 
arise only from epithelium, connective tissue 
cells from connective tissue and so forth. This 
was corroborated by Thiersch from investiga- 
tions in skin cancers. He propounded the 
dictum: All cells come from the same type or 
class of cells. Thus the modern era of our 
knowledge of the nature of cancer was estab- 
lished. Waldeyer extended this law to all 
cancers. 


In 1887, Cohnheim formulated the doctrine 
that tumors arise, not from normal cells, but 
mainly from isolated and generally embryonal 
cells and tissue rests. This clarified the knowl- 
edge of the genesis of some of the tumors and 
separated them from all other pathologic con- 
ditions. The Cohnheim theory is applicable 
to only a small number of tumors. 
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These studies of Virchow, Waldeyer, 
Thiersch and Cohnheim aided the classifica- 
tion of tumors on a histogenetic basis. The 
disease has a local origin and the secondary 
tumors arise from transported cells. 

The twentieth century has become the ex- 
perimental era with the systematic study of 
the specific cause of tumors. Irritation, trauma 
and infection are apparently connected with 
the origin of cancer, but the relation is still 
obscure. 

H. S. 
nieneeedtiigilieapanminnie 
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Radium in the Treatment of Nasal 
Polypi* 
i rhinologists are entirely familiar with 
the pathologic processes in the nose which 
are characterized by persistent reproductions 
of polypi, with or without pus. Polypi may 
be described as inflammatory growths, usu- 
ally of jelly-like consistence, which generally 
grow from the ethmoidal regions of the nasal 
cavities. They are usually multiple, fre- 
quently bilateral, and vary in size. 

Radium has been utilized in one way or 
another in the treatment of nasal polypi for 
about 13 years. The early investigators, 
Lyons, Sluder, Scal, McCullough and others, 
reported several cases, in which recurrences 
were very few and far between. 

I began using radium after surgical inter- 
vention in 1923 and have been using it in 
all cases since. Radium stimulates the pro- 
duction of fibrous tissue, and this action is 
utilized in the treatment of myxomatous 
polypi. Radium used following the surgical 
removal of polypoid masses does not abolish 
the tendency to recurrence, but it does 
change the character of the growth that 
does recur, from the myxomatous type to 
the fibromyxomatous type, thereby render- 
ing the surgical handling much easier. 

I have been using 49.92 mg. of radium ele- 
ment in our cases. This is divided into five 
needles of approximately 10 mg. each. It is 
in the form of steel needles. The applicator 
is a brass container 30 mm. long and 5 mm. 
wide. The brass is of sufficient thickness to 
give practically complete screening of the 
primary Beta rays. A rubber cot, which 
screens the secondary rays, is used over the 
brass container. Radium emits three types 
of rays: Alpha, Beta and Gamma, all of which 
vary widely in velocity. The Alpha and Beta 
rays are, in reality, particles of matter, while 
the Gamma rays are similar to light waves. 
For therapeutic uses, especially in nasal work, 


*Eye, Ear, Nose & Throat Mo., April, 1935. 
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the Alpha and Beta rays are screened out, and 
the Gamma rays alone are utilized. 

The beneficial effects of radium in nasal 
polypi are due to its well-known property to 
destroy tissue, with its subsequent fibrous 
tissue formation. It must be borne in mind 
that radium used in this condition must be 
pushed to the point of scar formation. For- 
tunately the nose tolerates radium exceed- 
ingly well. The intensity of the radiation 
varies, roughly speaking, as the square of 
the distance, probably due to diffusion. 

After operation, several days are allowed 
to elapse until the reaction, if any, has 
cleared up. Then the 50 mg. tube of radium 
element, screened by 1 mm. of brass in the 
form of a container, which in turn is screened 
by rubber about twice the thickness of an 
ordinary surgeon’s rubber glove, is placed 
into the nostril against the site of the origin 
of the polypi. A piece of umbilical tape about 
14 inches long is attached to a small ring 
in one end of the tube. Gauze or cotton 
packing is used to keep the tube in position 
and is applied between the tube and the sep- 
tum, to prevent overaction of the radium 
on the septal mucosa. The loose end of the 
tape is strapped securely to the cheek of the 
patient. This is done to prevent any possible 
chance of dislodging the tube and its sub- 
sequent swallowing. 

The dose varies in the individual case ac- 
cording to the extent of the process and the 
reaction of the tissues. The average dose in 
our cases was about 400 mg. hours. The 
highest number of mg. hours employed on a 
single case was 750 and the smallest dose 
given was 250 mg. hours. 

In no cases were we confronted with a 
burn of even the slightest type. As much 
as 150 mg. hours can be given at weekly in- 
tervals without any danger. 

H. L. Brooxs, M.D., F.A.CS. 

Michigan City, Ind. 

‘cetiapaerineiiaictiR aaiicaceainieamentsn 


Short and Ultra-Short Wave 


Therapy* 

S HORT waves are those with a wave length 

of from 30 to 15 meters. Wave lengths of 
less than six meters are called ultra-short and 
require a powerful apparatus for their pro- 
duction. The technic in the use of these 
machines is very important and requires 
knowledge and great care. 

During a year of experience with these 
agencies, I have seen good results in such 
difficult conditions as chronic arthritis of the 
spinal column, rheumatoid arthritis, infective 
arthritis and fibrositis, osteo-arthritis, neuritis 
and neuralgia, sciatica, varicose ulcers, skin 
diseases (especially psoriasis) and certain ab- 
dominal and gynecologic conditions. 


*Brit. J. Phys. Med., Mar., 1935. 
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The wave lengths used varied between 30 
and 3 meters, the most usual being between 
15 and 4.5 meters. 

The patient’s general body temperature is 
generally raised one or two degrees Fahren- 
heit by these treatments. 

Justina Witson, F.R.C.P., D.M.R.E. 

London, England. 

——_—_—_—— 


Indications for Electrocoagulation of 


Tonsils* 
FOR some time I have been electrocoagulat- 
ing tonsils, in selected cases, with a localized 
bi-terminal diathermic method. 

This method of destroying tonsils (I use the 
word destroy because, in reality, this is what 
it amounts to) is supposed to be painless and 
bloodless, but it is neither. There is some 
pain during the treatment and a sore throat 
following the treatment, and you do occasion- 
ally have a hemorrhage after the slough be- 
gins to loosen up. 

It requires as much or more skill and 
knowledge of the anatomy of the throat to 
carry out this procedure successfully as it 
does to remove tonsils by dissection, Sluder 
or other surgical methods, as the pillars may 
become damaged, causing disagreeable ad- 
hesions, or the burning may extend down 
deep near the large blood vessels, resulting in 
a severe hemorrhage. It most assuredly is 
not fool-proof. 

I use this method of removing tonsils in 
cases that are poor surgical risks, such as 
patients suffering from severe kidney diseases, 
high blood pressure, anemia or those who 
have a tendency to bleed and are afraid and 
will not submit to the surgical removal of 
tonsils. 

In my judgment, electrocoagulation of ton- 
sils, as a routine practice, at best, is a tedious, 
long-drawn-out procedure and requires con- 
siderable skill and experience to remove ton- 
sils thoroughly without damaging the pillars 
and plica, leaving a dry, disagreeable throat. 

However, I will say that it is an ideal 
method of destroying small tags or remnants 
of tonsil tissue left by a subsequent opera- 
tion. 

In my opinion it is not an ideal or even 
desirable method of removing tonsils in un- 
complicated cases. 

J. B. Batpwin, M.D. 

Marshall, Tex. 


*Tri-State M. J., Jan., 1935. 
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Diathermy at the Menopause* 


ENOPAUSAL and decrescent arthritis 
are both due to some endocrine di« 
turbance. Menopausal arthritis is amenable 
to treatment by intrapelvic diathermy, com- 
bined sometimes with thyroid extract—a form 
of treatment which acts in virtue of its effect 
on the underlying endocrine condition. 
Toxemias, originating in most cases many 
years before the onset of the menopause, are 
aggravated by it, sometimes resulting in quite 
new additions to the clinical picture, such as 
arthritis of the infective type. These condi- 
tions are also amenable to intrapelvic and 
intracervical diathermy—forms of treatment 
which act in virtue of their effect on the 
focus of infection. 
C. A. Rosrnson, M.B. 
England. 
hipronmnamioa 


NEWS 


American Congress of Physical 
Therapy 


HE fourteenth annual session of the Ameri- 

can Congress of Physical Therapy will be 
held at Kansas City, Mo., Sept. 9 to 12, in- 
clusive, 1935, preceded by an instruction class 
on Sept. 5, 6 and 7. 

Among the notables who will take part in 
the extensive and varied program will be Dr. 
Franz Nagelschmidt, of London, Eng. 

A preliminary program and other informa- 
tion may be had by writing to the Congress 
at 30 N. Michigan Ave., Chicago. 


— eo—__—_—_ 


The Advertisements are NEWS! 
and use them. 


Read 


Latin-American Congress of 
Physical Therapy 


T= Latin-American Congress of Physical 

Therapy, X-Rays and Radium will hold its 
first meeting in Mexico City, Aug. 29 to 
Sept. 5, inclusive, 1935. A special, all-expense 
cruise, lasting 19 days, has been arranged for 
physicians in the United States who wish to 
attend. For full particulars, write to Dr. 
Cassius Lopez de Victoria, 1013 Lexington 
Ave., New York, N. Y. 


*Brit. J. Phys. Med., May, 1935. 


WHAT WE NEED MOST 
What this generation needs most of all is to recapture the zest for the 
world as it is. Reverence and wonder must return to ordinary living, but 
they must come as they always have, not by evasion, but by attention to the 
actualities of existence—Cuartes H. Hermsatu, in Harpers Magazine. 
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Resection for Carcin ma of the Sigmoid 


and Sigmoid Rectum 


By D. Philip MacGuire, A.B., M.D., LL.B., F.A.C.S., New York City 
Asst. Clinical Professor of Surgery, N.Y. Post-Graduate Medical School and Hospital, Columbia Univ. 


= studying the literature of resection and 

permanent colostomy in carcinoma of the 
sigmoid and sigmoid-rectal areas, we are 
greatly indebted to W. E. Miles!, William J. 
Mayo?, Daniel F. Jones’, Robert C. Coffey 4, 
Frank H. Lahey5 and Fred Rankin®. For 
many years, we all have hoped to have 
established an aseptic technic for resection 
of the sigmoid and sigmoid-rectal area in 
conditions due to invasion of a malignant 
process which, on account of its size and ex- 
tensiveness, would make impossible a_ re- 
moval and anastomosis either by the Paul- 
Mikulicz technic, the Morrison-Balfour tech- 
nic, or by anastomosis with suture. 

The operative procedures that the authors 
mentioned have advised consist of a two- 
stage operation for the radical removal of the 
malignant tumor and a permanent colostomy. 
In all these operative procedures, the bowel 
was double-clamped intraperitoneally and the 
proximal end brought out for the permanent 
colostomy opening. Most of the surgeons, 
except Lahey, have advised burying the distal 
segment under the floor of the pelvic perito- 
neum and its removal at a later stage. 


I disagree entirely with the soundness of 
this surgical technic, as the simple clamping 
of the bowel causes the intestinal wall to be 
so severely traumatized that hordes of 
microscopic or ultra-microscopic bacteria are 
spilled into the peritoneal cavity. 


For years, we have all recognized that the 
greatest danger, in these operative procedures, 
is peritonitis, whether it is due to direct im- 
plantation resulting from severing the colon 
or to infection in the neighboring mesentery 
or to tension causing a leakage of bacterial 
contents into the peritoneal cavity. In the 
operative procedures described below, I feel 
that we have arrived at the most aseptic 
method of removal so far described in the 
literature. 


The first step is a preliminary cecostomy, 
using the McBurney incision, and the with- 
drawal of the cecum well up into the incision, 
where it is anchored for 48 hours. This can 
be done by applying a clamp to the mesentery 
of the appendix or suturing the parietal 
peritoneum to the mesentery, care being 
taken that, at no time, should a needle be 
inserted into the colon proper, for fear of 
infection. A Paul’s tube is then introduced, 
after 48 hours, and a suction apparatus of 
the Wagensteen type connected. 


On account of the loss of fluids, we have 
to use intravenous injections of 5-percent 
dextrose and physiologic saline solution, and 
also give it by clysis, up to 4,000 to 5,000 cc., 
for the first few days. Blood transfusions 
are ordered as the need arises. When the 
condition of the patient warrants it, he is 
sent home for a two months’ rest before the 
radical abdominoperineal operation is per- 
formed. 

Upon re-entering the hospital, a complete 
check-up is made. The administration of 
transfusions, dextrose, saline solution, and 
also the application of an indwelling catheter, 
are ordered. 

A median or left incision is made and the 
mesentery of the left colon is resected, from 
a point.above the growth down through the 
peritoneal reflection, the gland-bearing area 
being excised. The abdomen is then tem- 
porarily closed and the patient placed in the 
lithotomy position for perineal resection. 

The anus area is painted with iodine and 
gauze soaked in iodine is introduced into the 
rectum and into the first incision of the 
perineal resection of the rectum. The anus 
aperture is then closed with a continuous 
stitch and resection continued so that more 
iodoform gauze can be applied to the lower, 
partially-resected portion of the rectum, and 
this, in turn, is enveloped in a sterile rubber 
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glove. The perineal incision is made, prefer- 
ably with a cautery, and continued until suffi- 
cient rectum extrudes so that a second sterile 
glove can completely envelop the lower bowel 
segment. 

Having dissected up to the peritoneal re- 
flection, the abdomen is re-entered, the peri- 
toneal reflection dissected, and the entire loop 
drawn upward into the abdominal cavity. It 
is then carried through a separate incision 
made through the left rectus muscle for the 
purpose of fashioning a single-barrel colos- 
tomy. The peritoneal reflection is closed, 
the cut edges of the sigmoid mesentery are 
sutured to the left parietal peritoneum to 
prevent herniation, and the incision in the 
abdomen is also closed in the usual manner. 
The extraneous gut is double-clamped a few 
inches from the colostomy opening and sev- 
ered with a cautery. 

In the operative procedures that I have de- 
scribed, not once have we used clamps across 
the lumen of the bowel nor have we severed 
the colon by cautery intraperitoneally, nor do 
we permit any suturing of the colon wall to 
the parietal wall of the peritoneum. 

The socalled aseptic technics of operative 
procedures utilizing various forms of clamps 
are, in my opinion, misnomers, since the trau- 
matism applied to the bowel by these clamps 
is quite sufficient to cause much of the 


PROCTOLOGY 


347 


peritonitis which occurs in these cases of 
malignant disease of the colon. 

The postoperative care of these patients is 
very important. They are made comfortable 
by the use of morphine, and 4,500 cc. of dex- 
trose and saline solution are given, by hypo- 
dermic clysis or intravenously, for the first 
few days. In all my cases, I have used an 
indwelling catheter and have used irrigations 
of boric acid postoperatively for at least one 
week. Parotitis is a complication which 
causes some anxiety but, in recent years, the 
early use of radium has exerted a most 
favorable influence. Repeated blood trans- 
fusions are given, as indicated by the condi- 
tion of the patient. 
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Cancer of the Colon and Rectum* 
H ORSLEY says that in 1932, in the registra- 

tion area of the United States, there were 
122,339 deaths from cancer. Of these fatali- 
ties, cancer of the colon, rectum and anus, 
accounts for about 16,000. 

The symptoms of cancer of the large bowel 
are determined largely by the functions of 
that organ. Digestion and absorption of pro- 
teins, carbohydrates and fats, which is typical 
of the small intestine, particularly of the 
jejunum, is practically absent in the large 
bowel. Nothing of any marked nutritive value 
is absorbed by it. Even dextrose in enemas 
is taken up only when the ileocecal valve is 
incompetent and the fluid overflows into the 
small intestine. In the right half of the colon, 
however, there is marked absorption of water 
and of salt. The chief function of the left 
half of the large bowel is to act as a reser- 
voir, similar in a way to the urinary bladder. 
This reservoir acts as an incubator and its 
contents normally teem with bacteria poten- 
tially infectious. 


*South. M. J., Feb., 1932, pp. 117-125; Penn. M. J., 
Jan., 1935, p. 238. 


After an individual enters the “tropic of 
cancer” age, any unusual irregularity in 
bowel habits should receive attention. Often 
one of the first symptoms of colonic or rectal 
cancer is the passage of mucus and blood. 
This symptom is always significant. There is 
no pain at first. 

If the cancer is in the right half of the 
colon, it is usually large and ulcerating. 
Anemia occurs frequently from cancer in this 
area. It was formerly thought that there was 
some particular hemolytic process generated 
by the neoplasm. The anemia is probably 
due, however, to the frequent oozing of blood 
and to the ready absorption from the right 
colon of the septic and necrotic products of 
the cancer. Any unusual secondary anemia 
should always suggest the possibility of 
malignant disease in the colon or of a benign 
lesion in the stomach or duodenum. 


In the left side of the colon, the growth 
may be fungating, but it is frequently of the 
constricting type, and the first symptoms may 
be due to obstruction. The appearance of a 
tumor of the colon is usually late, but in per- 
sons with thin abdominal walls it is often 
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palpable before the advanced stages. Pain 
occurs after the growth has advanced and 
produced local peritonitis or obstruction. 

A barium enema with an x-ray study is 
important in making a diagnosis of cancer of 
the large bowel, except in the rectum and in 
the lower sigmoid. In these latter regions, 
actual inspection by proctoscopic examination 
and digital palpation are the best diagnostic 
methods. A thorough digital examination will 
disclose cancer of the rectum in probably 
85 or 90 percent of the cases. A lesion can be 
felt with the finger and inspected through the 
proctoscope in its early stages, before it can 
be demonstrated by x-ray examination. Nat- 
urally, when a lesion is sufficiently advanced 
to give a distinct filling defect anywhere in 
the colon, it is not a very early growth. 

In regions that we can inspect, we find that 
cancer always starts on some previously be- 
nign lesion. In the large bowel it is often a 
polyp, either an adenoma or a papilloma, or 
it may be an ulcer. There are cases in which 
this change can be well demonstrated, there 
being, around the cancer, a few adenomas 
that may be entirely benign but show hyper- 
plasia. The obvious inference is that one of 
these adenomas has become cancerous while 
the others have maintained their benign 
structure. 

The two reliable remedies for cancer are 
surgical excision and irradiation, or a com- 
bination of these. The prompt application of 
surgical excision or of efficient irradiation 
should cure at least 80 percent of all cancers, 
if they are found in an early stage. Cancer 
of the colon is more readily curable than 
cancer of the stomach. The lymphatics do not 
appear to be so abundant nor so active as, 
and circulation is poorer than, in the stomach, 
so metastases seem to occur later. But there 
is the same problem of early diagnosis. 

W. A. H. 
i ices 


Carcinoma of the Colon* 


RAHAM, of Toronto, thinks that many 

patients are operated upon for cancer 
when they really should be operated upon for 
intestinal obstruction. His observations were 
based upon 116 cases of carcinoma of the 
colon and 105 cases of acute intestinal ob- 
struction. 

These 116 cases of carcinoma of the colon 
were located as follows: cecum, 12; ascending 
colon, 11; transverse colon, 12; descending 
colon, 8; sigmoid, 53; rectum, 40. In his 105 
cases of obstruction, 77 percent were due to 
small-bowel lesions and 23 percent to large- 
bowel lesions. Of the obstructive lesions in 
the colon, 75 percent were due to carcinoma. 
Of the obstructive carcinoma of the colon, 
nearly all are in the left large bowel. 


*A. J. of Digest. Dis. and Nutrition, Oct., 1934. 
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He concludes: “Association of intestinal 
obstruction with carcinoma of the colon is the 
most important factor contributing to the im- 
mediate mortality of this disease. 

“The diagnosis of chronic intestinal obstruc- 
tion can be made only after a carefully-taken 
clinical history, properly interpreted. It is 
very important to recognize subtle departures 
from normal function of the colon. 

“Any patient past forty years of age who, 
for the first time in his life, suffers from an 
increasing constipation, must be considered 
to be suffering from carcinoma of the colon 
until this is disproved. 

“A negative finding following x-ray ex- 
amination with a barium enema is not as- 
surance that the patient is not suffering from 
carcinoma of the colon. 

“Operation undertaken on a patient suffer- 
ing from acute intestinal obstruction due to 
carcinoma of the colon should be the most 
minor procedure compatible with relief of 
the obstruction. 

“We should not operate on a patient for 
cancer when he is suffering from an intes- 
tinal obstruction. 

“A blind cecostomy is the ideal procedure 
for the relief of obstruction due to cancer of 
the colon.” 

W. A. H. 


——_— 


Why the Late Diagnosis and Bad 


Prognosis of Rectal Carcinoma* 


pene naae and Leddy, of the Mayo Clinic, 
endeavored to find why nearly one-half of 
all cases of carcinoma of the rectum are rec- 
ognized too late for successful operation or 
palliative irradiation, despite the characteris- 
tic symptoms and the fact that nearly all such 
lesions can be diagnosed with the index finger 
and within 30 days of the onset of symptoms. 
To this end they interrogated 200 patients. 
The earliest symptom was bleeding; pain oc- 
curred next; then constipation; and finally 
diarrhea. Most patients complained of a 
combination of these symptoms that grew 
progressively worse. 

Ninety-two (92) of these 200 patients con- 
sulted a physician within one month after the 
onset of the symptoms. The other 108 delayed 
such consultation for from two to twenty-four 
months after the onset of the symptoms. For 
various reasons, the physicians did not always 
make an examination and early diagnosis, 
even when consulted. 

A careful analysis of the answers obtained 
from the 200 patients led the authors to con- 
clude that the poor prognosis of carcinoma 
of the rectum is the result of the following 
causes: 

1—The frequent wasting of valuable time 


*J. A. M. A., April 6, 1935. 
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on the part of patients by self-diagnosis and 
self-treatment, and by regarding the symp- 
toms as unimportant. 

2.—Delay by the physician to make a digital 
examination of the rectum. 

3.—Lack of knowledge, on the part of the 
patient, concerning the safety and satisfactory 
end-results of rectal surgery. 

W. A. H. 
a 


Cancer in Childhood* 


p FuirvEn and Wood, after citing statistics 
showing the rarity of cancer in the first 
two decades of life, report a case of carcinoma 
of the transverse colon in a seven-year-old 
boy. After repeated attacks of abdominal 
pain and vomiting, over a period of six 
months, obstruction developed, necessitating 
operation, which terminated fatally. 

The pathologic examination revealed a 
fibroma showing superficial ulcerations; 
hemorrhages; extensive round-cell infiltration; 
and several fields of misplaced, irregularly 
enlarged and distended intestinal glands, 
which strongly suggested the presence of 
adenocarcinoma. The pathologist’s diagnosis 
was fibroma with adenocarcinomatous changes. 

W. A. H. 


——————_e—___—_—_- 


Chronic Colitis 


cmc diseases have an underlying con- 
stitutional deficiency and are apt to recur 
repeatedly and develop complications. Chronic 
colitis is in the same class with tuberculosis 
and arthritis and must be treated on a broad 
program, over a long time, not forgetting that 
dietary deficiencies, due to fads and foibles, 
are decidedly common in families having ade- 
quate incomes.—Dr. Rosert G. Torrey, Phila- 
delphia, Pa. 
—_—_—_ 


Washable Ink as a Fistula Stain 


fp VaRrGes who makes a practice of inject- 
ing fistulous tracts with methylene blue 
has, at times, been disgusted by getting the 
stain on one’s fingers or clothes. This annoy- 
ance can be largely eliminated by using wash- 
able ink. This ink is easily washed off in case 
of accident. Its appearance at the internal or 
other openings is as easily seen as any other 
dye. For diagnostic purposes it is ideal. As 
an operative stain for coloring the tract it is 
not so satisfactory. It is apt to be washed 


*J. A. M. A., April 6, 1935. 
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and wiped away by the blood and sponging. 
Most brands of ordinary ink give a more 
permanent stain than the washable variety, 
and yet can be scrubbed off easier than 
methylene blue. 

W. A. H. 


Palliative Treatment for Hemorrhoids 


T= treatment here outlined is suggested 

because it is very easily applied, causes prac- 
tically no pain, and gives almost immediate 
relief. It is not offered as a cure, although 
in many cases it gives relief lasting for sev- 
eral years and, by repeating the treatment 
frequently, the patient can be kept quite com- 
fortable, with no danger and with a minimum 
of discomfort. 


Fig. 1.—Diagram of Metal Electrode. 


The treatment consists of using a bare-metal 
electrode, shaped practically the same as the 
glass rectal dilators and having a _ small 
shoulder and an extension from the metal for 
connection purposes. I use aluminum, taking 
an aluminum rod and cutting it to shape, and 
use a brass machine bolt for contact. (See 
Fig. 1.) 

These electrodes, of course, can and should 
be made in various sizes. I have about a 
dozen sizes, ranging from half-inch to one 
and one-half inches—the largest diameter. The 
over-all length of the aluminum part of the 
electrode is four inches; two and a half inches 
for the taper with the shoulder and a three- 
fourth inch collar. 

These electrodes can be used to very good 
advantage by inserting them up to but not 
over the shoulder, and holding them while 
using the current. These, of course, are to 
be used on one side of a high-frequency cur- 
rent. For the indifferent electrode I use a 
twelve by fourteen inch, ten-gage aluminum 
plate, using enough high-frequency current 
to warm these electrodes and stopping the 
treatment when the electrodes are hot and 
cause cramping. I have devised an attach- 
ment for my short-wave machine by which I 
can use these bare-metal electrodes to good 
advantage. 

Omar T. CrurKsHANK, M.D. 

Pittsburgh, Pa. 


IT IS MORE BLESSED TO GIVE THAN TO RECEIVE 
If you have had unusually good or bad results in any proctologic dis- 
orders, with any physical agency, technic or remedy, write the Editor of 
this Department, giving brief and specific details, that we may pass it on 


to the profession.—W. .A. H. 





A LIVING FOR THE DOCTOR 


(The BUSINESS of Medicine) 


Medicine Undermines Its Future* 
By H. Sheridan Baketel, A.M., M.D., F.A.C.P., Jersey City, N. J. 


f° you know of any profession, the mem- 
bers of which have for centuries consis- 
tently undermined their own positions for the 
benefit of mankind? The medical profession 
stands unique in this connection. That the 
span of human life may be extended, that the 
sufferings of people may be assuaged, physi- 
cians have ever sought ways and means for 
the eradication of disease. Thus they deny 
themselves opportunities for a better liveli- 
hood. 
Preventive Medicine 


Medical history has been made, not alone 
by physicians who have perfected methods of 
treatment and produced life-saving surgical 
technics. Some of its most superb chapters 
are those written by men who have succeeded 
in establishing means of preventing disease. 
These practitioners, by so doing, have sealed 
some of the most prolific veins in the mine 
from which their practice comes; but they 
have done so gladly and willingly, ever seek- 
ing humanity’s gain, never regretting the 
pecuniary loss to themselves and their asso- 
ciates. Preventive medicine is occupying the 
leading réle in the practice of medicine to- 
day, and its object is the ultimate eradication 
of disease. 

One hundred and fifty years ago, the peo- 
ples of the earth were helpless before the 
onslaughts of smallpox. Riches and power 
were of no avail against the spotted scourge. 
Palace and hovel alike were subjected to its 
tyranny. Louis the fifteenth, Peter the 
second, and a Queen of Sweden died of small- 
pox, along with hundreds of thousands of 
peasants. Throughout the eighteenth cen- 
tury, smallpox killed an average of 600,000 
people each year in Europe alone—and at- 
tacked as many more. In 1792, Boston boasted 
a population of 18,000. That year the city 
was overwhelmed by an epidemic of small- 
pox. Of the 18,000 inhabitants, 10,000 had 
already had it and were immune to further 


*A radio talk broadcast over WPG and associated 
stations, February 23, 1935, under the auspices of the 
Atlantic County Medical Society, Atlantic City, N. J. 
(More of this sort of educational work should be 
done by physicians.—Ep.) 


attack. The remaining 8,000 fell victims to 
the dread disease. At last, a humble physi- 
cian, Dr. Edward Jenner, a modest English 
practitioner, brought emancipation—a way to 
freedom from the deadly effects of the scourge 
—in 1798. 

What did it matter that millions of dollars 
in fees would never be paid for smallpox 
treatment? The way was open for humanity’s 
release from a ghastly, killing plague, and 
physicians, today, are eager to take steps that 
every person may be granted this release— 
that smallpox may be banished from the 
face of the earth. The priceless blessing of 
vaccination is gladly given free to those who 
demonstrate that they cannot pay even a 
small fee for it. 

In the years preceding 1890, hundreds of 
thousands of homes were bereft of their most 
precious assets. Fathers and mothers be- 
sought the family physician to save their chil- 
dren from deadly diphtheria, a heartless 
strangler that throttled its victims without 
mercy. In 1890, 112 out of each 100,000 people 
in the United States were killed by diph- 
theria. 

Then came another great victory for pre- 
ventive medicine. In 1893, came the glorious 
realization that the depredations of the child- 
killing strangler were to be curtailed and 
eventually stopped. A physician discovered 
diphtheria antitoxin and gave it freely to the 
world. 

In 1900, only seven years after the intro- 
duction of diphtheria antitoxin, the death rate 
from this disease dropped from 112 per 
100,000 to 43. In 1920 the rate was 16, and 
in 1927 it had gone down to 8 out of each 
100,000. Through the use of antitoxin the 
potential effects of diphtheria are so lessened 
that return calls by the physician and addi- 
tional fees are minimized. 

In addition to antitoxin, the Schick test 
has been developed. Through its use it is 
possible to determine whether or not a per- 
son is naturally immune to diphtheria. After 
the fact of a person’s non-immunity is estab- 
lished, the physician proceeds with the next 





July, 1935 


step—which again eradicates potential prac- 
tice. Toxin-antitoxin or toxoid, when in- 
jected into a person susceptible to diphtheria, 
makes it impossible for the disease to infect 
that person. Never again will he have to see 
his doctor about diphtheria. 

One of the oldest and most fatal of all the 
diseases to which the flesh falls heir is tuber- 
culosis. John Bunyan called it the “Captain 
of the Men of Death.” 

For scores of years medical scientists 
searched for means of overcoming tuber- 
culosis, but not until the beginning of the 
present century was any effective defense 
built up against the fatal assault of this dis- 
ease. The most efficient way to combat tuber- 
culosis is to prevent it, and the medical pro- 
fession has taken vigorous action in this 
direction. Here again we find physicians 
busy at work undermining a rich source of 
income. 

Drs. Calmette and Guerin have developed 
the bacillus Calmette-Guerin, the famous 
“B.C.G.,” with which tuberculosis vaccine is 
made. Dr. Calmette realized that if the 
human body could be made to strengthen its 
resistance to tuberculosis there would natur- 
ally be fewer and fewer tuberculous patients. 
Impregnation of the lymphatic system with a 
living strain of tubercle bacillus might fortify 
the human body. 

The bacillus Calmette-Guerin was isolated 
in 1908. As in the case of smallpox, a cow 
obligingly produced. Since 1908, the B.C.G. 
has been grown on cultures in which there is 
beef bile. It took 13 years to decrease the 
tenacious strength of the tuberculosis germ 
to a degree that would permit injecting it 
into the human system. In New York City 
the rate of mortality from tuberculosis among 
infants has been reduced from 8.6 percent to 
1.1 percent. 

Two hundred and ten thousand babies in 
France were vaccinated with B.C.G. between 
1924 and 1930. The result, reflected in infant 
sickness and death rates from tuberculosis, 
was ample evidence of the fact that, in the 
future, tuberculosis will be a continuously 
decreasing phase of the physician’s practice. 
Thus another gold mine for doctors is being 
shut down by the profession itself. 

Physicians are immunizing persons, espe- 
cially children, against diseases that once 
were almost as common as childhood itself. 
They have demonstrated that whooping 
cough, measles and many other of the dreaded 
diseases of our little ones can be prevented. 
The Dick test was devised by the Doctors 
Dick, husband and wife, of Chicago. By it, 
physicians can ascertain the susceptibility of 
children to scarlet fever and are thus able 
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to immunize against it successfully, while its 
treatment with anti-scarlatina serum has prac- 
tically removed the disease from the list of 
serious conditions; and physicians again have 
eliminated one of their most prolific sources 
of income. 

Syphilis, abundantly prevalent since the 
discovery of America, and in Europe before 
that, was a scourge scarcely second to tuber- 
culosis. Then came a medical research 
worker and his discovery of Salvarsan or 
606. In 25 years the morbidity and mortality 
from this dreadful disease has been greatly 
lessened by this specific, and eventually it 
will be wiped out. 

Prenatal care is giving to mothers better 
health and better babies. It is conserving 
infant life, once recklessly lost through in- 
attention to details of care. It is building up 
a nation of strong men and women by un- 
dertaking preventive medicine before its 
citizens are born. 

Typhoid fever, malaria, yellow fever—to 
mention a few—are as uncommon today as 
they were common thirty years ago. Pre- 
ventive medicine has snatched thousands 
upon thousands of people from the maw of 
the Grim Destroyer. 


Consider the millions of lives saved by the 
application of antiseptic surgery. Recall the 
fatalities from lockjaw following accidents, 
before the days of tetanus antitoxin. Remem- 
ber how much radium has done in the treat- 
ment of cancer, and what remarkable diag- 
nostic assistance has been given by the 
x-rays. These are only a few of the discov- 
eries of workers in preventive medicine, 
which have resulted in conserving the lives 
of absolutely countless numbers of people. 

All over the world, men of medicine are 
studying; spending time, spending money; 
bending all of their scientific capabilities to 
discover how to reduce the toll of illness;. 
searching for the formula that will prevent 
every disease; perfecting the technic that may 
cure it once it has started. 

Every advance made in the prevention of 
disease means a reduction in the number of 
medical patients. Each time illness is pre- 
vented from ravaging a human body, a poten- 
tial fee for treatment is wiped out. 

The profession which continues to make 
available this precious gift of immunity im- 
poverishes its own material future; but it 
does so gladly and willingly. No physician 
ever mourns the prenatal death of fees that 
might be created by the disease he kills. He 
feels it his sacred duty, his God-given obliga- 
tion, to stand and serve. 


155 Van Wagenen Ave. 
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Corporation Medical Service in Chicago 


_— a month ago the physicians work- 
ing for a cut-rate advertising clinic in 
Chicago began to realize that they were get- 
ting nowhere. Two hundred dollars a month 
seemed to be the end of their progress finan- 
cially. For security against the future, they 
had their jobs which they could have as 
long as they pleased their stockholders, and 
as long as there wasn’t some other doctor 
who would work for less money. They got 
together and demanded a share in the profits 
of the corporation. They found that the 
doctor who owned the controlling share of 
the stock of the corporation was pocketing 
the greatest portion of the profits, and noth- 
ing was left for the physicians who were 
doing all the work and who had sacrificed 
everything, even their standing in the scien- 
tific world. 

At a meeting with the board of directors 
of the corporation, a “free-for-all” ensued and 
—miracle of miracles—the physicians actually 
attacked the doctor who was exploiting them 
and beat him severely. Now, I call that 
news. Think of it! Physicians actually 
banding together for their own interests and 
using direct action! The papers were full of 
it for several days—and there was no fooling 
about the beating they gave the doctor. One 
of his widely known (almost notorious) con- 
freres, who backed this corporation clinic, 
had to be called in a hurry to suture multiple 
scalp wounds. It is said, however, that the 
wounded medical financier will recover. 

But all this is not the half of it. The physi- 
cians of the clinic called a meeting and pro- 
claimed their grievances to the public. They 
were being underpaid. There was no future 
for them at the clinic. There was no chance 
for progress, financially or scientifically, as 
long as it was a corporation clinic actuated 
by the profit motive and as long as they were 
ruled by stockholders. You can imagine the 
delight of the physicians who remained loyal 
to organized ethical medicine. This is what 
we have been waiting for. We felt that this 
outcome was inevitable. 

If this were all that had happened it would 
have been enough; but the most significant 
item of all I have yet to mention. The presi- 
dent of the physicians at the clinic admitted 
statements to the press which, if fully ap- 
preciated by the public, would spell doom 
to all such profit-making, lay corporations in 
the future. This president, a physician him- 
self, admitted that, for some time in the past, 
the physicians had been neglecting their 


work because they were dissatisfied with 
their lot at the clinic. What an admission! 
The public was being mistreated, and possibly 
mal-treated consciously, by the physician be- 
cause he, the physician, was not satisfied with 
his share in the profits. If only this admis- 
sion could be brought squarely to the atten- 
tion of the public! Would they still consider 
it worth while to save a dollar or two and 
patronize such clinics? I am sure that if they 
were fully aware of the sentiment of the doc- 
tors at the clinic they would gladly go back 
to their private physicians and pay them the 
small extra fee for the personal attention 
every patient is entitled to. 

At the present time this clinic is in a 
muddle. The physicians are _ struggling 
against the stockholders for control. The lat- 
ter, animated solely by the desire for profits, 
are prepared to oust the disgruntled physi- 
cians and get new doctors in their places. 
The physicians demand that the charter be 
changed to a non-profit corporation and that 
the high salaries of the officials be removed. 
But business is business and the chances are 
that the present physicians will be ousted 
and another group of doctors will be lured 
into the same error as their predecessors. 
What folly! And yet there will be another 
traitorous group of doctors ready to step in 
and sell their souls and medical standing for 
a paltry dollar or two. 

We have long felt bitter resentment against 
the traitorous doctors who first entered this 
clinic; but now we owe them a vote of 
thanks for proving to us and to the public 
that such clinics are fundamentally unsound. 
It is the nature of medical service that it 
must be administered by a physician who 
has his heart and soul in his work. He must 
feel that he is being properly recompensed 
for his services. This compensation may 
either be financial or scientific. Certainly 
neither of these can be had working for a 
“boss” in an advertising clinic, motivated 
solely by profits for stockholders. 

It is only fair to state that I hold no brief 
against collective efforts in the practice of 
medicine, but I repeat that the rewards that 
there may be in the practice of medicine 
must be returned entirely to the physicians 
before there can be proper medical service to 
the public. If private business succeeds in 
capturing the practice of medicine, we will 
see those elements of discontent that now 
prevail in private industry. How long would 
it take for the public to wake up if groups 
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of hired physicians went on a strike for better 
wages; if hired physicians wilfully began to 
neglect their work; if physicians lost all per- 
sonal interest in the welfare of the patient? 

If only we could get this message over to 
the public! If our medical leaders could 
only see that in the admissions of the physi- 
cians of the cut-rate clinic lies the ammuni- 
tion for fighting these clinics. Let us get 
these facts before the public! Let them know 
what kind of medical service they are get- 
ting at these clinics and then they will 
realize that cut-rate advertising clinics are 
not the solution of the present adequate 
medical service problem. 

One other question may arise out of the 
present difficulties of this clinic. Judging 
from the past manipulations of this doctor 
who organized it, it would not surprise us 
if the clinic turned into some kind of a Public 
Health Institute, organized on a non-profit 
basis. We have one of these institutes in 
Chicago already. Will we have another of 
these advertising institutes foisted on us? 
The answer lies with the Chicago Medical 
Society. If our leaders are courageous, if 
they have the foresight that leaders should 
have, they will not be caught asleep and 
awaken too late. Now is the time for all 
loyal physicians of Chicago to demand that 
the medical practice be left in the hands of 
physicians, who best know how to administer 
medical service. Let us not lose our inde- 
pendence to well-meaning philanthropists, 
who do not understand the psychology of a 
physician. Now is the time for action. We 
look to the Chicago Medical Society for 
leadership! 

Chicago, Ill. N. S. Zerriin, M.D. 

[The conditions here reported occurred in 
Chicago, but Dr. Zeitlin’s comments upon 
them apply anywhere and at any time. “A 
word to the wise is (or should be) sufficient.” 
—Ed.] 

—— 


Pay for Services 


seems to us that the time has come when 
no physician or dentist ought to offer his 
services gratis to any public or private insti- 
tution. There is no reason why, except for 
the fact that it is an unwritten custom, the 
public or those associated with the main- 
tenance of public or private institutions should 
expect physicians or dentists to render pro- 
fessional services and not be compensated 
therefor. Policemen, firemen, teachers, postal 
and all other government employees, soldiers, 
sailors, etc., all are salaried help. Why the 
exception in the case of the physician and 
the dentist? Are not their services, in most 
instances, of greater importance or at least as 
important as the services rendered by the 
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other paid government employees? Then why 
the discrimination?—M. D. S. Bulletin 
(through Apollonian, Apr., 1935). 

——————_—_— 


Medical Editors and Authors 
Oppose State Medicine 


AT the meeting of the American Medical 
Editors’ and Authors’ Association, held in 
Atlantic City, N. J., June 15, 1935, the follow- 
ing resolution, presented by Dr. George B. 
Lake, was adopted. 


RESOLUTION 


Wuereas: The socialization of Medicine, by 
placing all medical men under political con- 
trol and in the pay of the Government, will 
tend to lower the dignity of the medical pro- 
fession, to lessen its efficiency and to cause it 
to become the football of politics; 

THEREFORE, BE IT RESOLVED: That the Ameri- 
can Medical Editors’ and Authors’ Association 
go on record as opposed to such socialization 
of medicine. 


BOOKS 


aaa 
Cabot: The Doctor's Bill 


T= DOCTOR’S BILL. By Hugh Cabot. 
With an Introduction by A. Lawrence 
Lowell. New York: Columbia University 
Press. 1935. Price, $3.00. 

Dr. Cabot, realizing that the profession of 
medicine must and is going through a revolu- 
tionary stage along with the rest of society, 
has in this book given us data with which we 
may be prepared to deal more adequately 
with the question, “Where do we go from 
here,” as it applies to the medical profession. 

Dr. Cabot states, “This is by no means a 
private battle, and any one may get into it. 
The problems involved obviously invite study 
by the economist, statistician and social sci- 
entist, as well as by the physician. . . . But, 
inevitably, each group, since it is made up of 
specialists, has had a different slant on the 
matter and has often overlooked what was 
common knowledge to one of the other 
groups.” 

The author, although he is obviously from 
one of the interested groups concerned with 
the situation, presents a very clear picture of 
the problem in an unbiased and interesting 
manner. He has assembled the material and 
presented the facts, social, economic and pro- 
fessional, leaving, for the most part, the task 
of digesting this material to the individual 
reader. It is true that he does, throughout 
the book, carry a suggestion, but it is a sug- 
gestion that will quite readily be agreed to 
by the majority concerned—the suggestion of 
a better and more adequate medical service. 
How this service is to be rendered, whether 
by the state, by insurance or, as in the past, 
by private practice, or by some new, untried 
method, is the problem he tries to help us 
solve. 


J. R. C. 
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"A MONTHLY POSTGRADUATE COURSE" 
* 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 5 (Surgical) 


Presented by Dr. Guy Van Alstyne, 
Chicago 

(See Cin. Mep. & Surc., May, 1935, p. 249) 
RECAPITULATION : A man, aged 57 years, 

developed a penetrating duodenal ulcer 
in 1931. Under careful medical management, 
he had no symptoms for several years, until 
three weeks before he appeared for treatment, 
when he had severe hemorrhages from the 
bowels. 

On examination he showed marked sec- 
ondary anemia and x-ray evidences of a 
penetrating duodenal ulcer. On mucin treat- 
ment, a la Fogelson, his symptoms ceased 
until Nov. 27, 1934, when he developed gen- 
eralized abdominal pain, which toward even- 
ing localized in the right lower quadrant. At 
5 p.m. he had a severe chill and his tempera- 
ture rose to 103°F. There was no nausea 
nor vomiting and his bowels moved spon- 
taneously. There was rigidity (but not 
“board-like”) in the epigastrium, right rectus 
and right flank, with less tenderness over the 
duodenum. The leukocytes were 26,500, with 
90 percent polymorphonuclears. 

Requirement: Suggest diagnosis and treat- 
ment, giving reasons. 


Discussion by Dr. John Clark, Longton, Kans. 

On my first reading of this case there ap- 
peared to be but one diagnosis for it, but on 
reflection there now appears another possi- 
bility, equal to if not surpassing my first im- 
pression of the case. 

Appendicitis is a strong competitor for first 
place in this case. The patient might have 
had appendicitis that had run a chronic 
course through his past years. Such a condi- 
tion could be a factor, along with his duodenal 
ulcer, at this time. An acute flareup, lead- 
ing to operation, is entirely within the range 
of possibilities in this case. 

His age is 57. Appendicitis seldom comes 
as late in life as this. It is almost exclusively 
a disease of adolescence and young adult life. 


There is no vomiting, and we should expect 
vomiting at least once in a true case of ap- 
pendicitis. The bowels moved that day. 
Either vicious constipation (with a laxative) 
or, in a smaller percentage of cases, diarrhea 
is the general rule in appendicitis cases. A 
fever of 103°F. so early in the game is out 
of all proportion to the lower temperature of 
appendicitis; and 26,500 leukocytes is high at 
this early stage of the process. 

If we accept the usual run of signs (and 
we do), then this is not a case of appendicitis. 
But the pain is a generalized epigastric ache, 
increasing and extending until the entire 
abdomen is involved. By afternoon the pain 
gravitated to the right lower quadrant and 
stayed there. On examination there is rigidity 
over the entire abdomen, more marked over 
the rectus and in the lower right flank. So 
far this rigidity, this tenderness in the lower 
right flank and the character and develop- 
ment of the pain fit appendicitis. 

Cases have a fashion of running wild. This 
man has had a duodenal ulcer, diagnosed 
twice. When he presented himself for the 
second examination, what was in his mind? 
Was it the hemorrhage from the bowel three 
weeks ago? The history states that he has 
been under medical care since the first ex- 
amination. He seemed to be going along 
well until the hemorrhage. He has been 
watching his diet. Yet in spite of this fact, 
there was a hemorrhage and the second visit 
to the roentgenologist. Then, three weeks 
later, an “acute abdomen” developed. Along 
with other things we are left in the dark as 
to the degree of his weakness and his general 
appearance at eight o’clock that night. How 
did he look? How far had this ulcer pene- 
trated? 

Let us go over the points. We have a gen- 
eralized epigastric ache that increases until 
the entire belly is involved. There is tender- 
ness over the duodenal region and marked 
tenderness over the right lower flank. All of 
these signs have developed rapidly. Only a 
perforated ulcer can develop with such haste. 
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Last, there is the fact that the contents of a 
perforated ulcer tend to gravitate to the lower 
right quadrant. 

In the light of these facts, my diagnosis is 
a perforated duodenal ulcer. An operation is 
indicated. 


Discussion by Dr. G. M. Russell, 
Billings, Mont. 

There are here four possibilities: 

1—Acute appendicitis, ruptured. 

2.—Perforation of a duodenal ulcer. 

3.—Diverticulitis with perforation. 

4—Carcinoma of the cecum, with perfora- 
tion. 

The epigastric and generalized pain, gravi- 
tating to the lower right quadrant, would lead 
one to the diagnosis of acute appendicitis. 
The chill and the high leukocytosis are 
against this diagnosis. 

On account of the ulcer history, there is a 
possibility of duodenal perforation with 
peritonitis and concentration of infection in 
the ileo-cecal region. 

The occurrence of hemorrhage from the 
bowel must cause one to consider malignant 
disease; however, he could have a carcinoma 
of the cecum and at the same time have ap- 
pendicitis. 

The hemorrhage may have come from a 
diverticulum, and the present condition may 
be a perforation of a diverticulum. 

I should make a provisional diagnosis of 
acute appendicitis. 

Treatment: Mid-abdominal right rectus in- 
cision, exploration, removal of appendix if 
involved; suturing of perforation if present; 
treatment of diverticulitis or carcinoma as 
indicated by best surgical judgment. 


Discussion by Dr. M. Gleason, Mendota, Ill. 

Mr. O. L. P., we know, has a chronic 
duodenal ulcer and all of his symptoms, up 
to November 27, were directly attributable 
to the duodenal disease. 

However, the symptoms presented on No- 
vember 27 might be attributable to three con- 
ditions: ruptured duodenal ulcer; acute ap- 
pendicitis; or mesenteric thrombosis. 

With the past history of a chronic, slowly- 
perforating duodenal ulcer, we immediately 
consider ruptured duodenal ulcer. With the 
pain in the right flank, pain in the epigas- 
trium and other findings, symptoms and past 
history, nothing is said of the patient being 
in shock, which invariably is concomitant 
with ruptured duodenal ulcer. If it were a 
slow eroding process, some other organ like 
the pancreas would be involved, giving symp- 
toms of acute pancreatitis; also, sufficient 
time had elapsed for a ruptured duodenal 
ulcer to present all the signs of an acute 
general peritonitis. 

Acute appendicitis, with its usual general 
abdominal pain gradually localizing in the 
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right lower quadrant, with rigidity in this 
same locality, brings this disease into con- 
sideration for elimination. 

Appendicitis produces rigidity in the right 
lower rectus muscle and is usually limited 
to this region. Nausea, vomiting and consti- 
pation are the general rule with acute ap- 
pendicitis. Vomiting and constipation may be 
absent, but the patient is invariably nau- 
seated. There are enough of the symptoms 
absent to eliminate acute appendicitis. 


This leaves mesenteric thrombosis, which I 
think is the condition existing. The ulcerated 
area in the duodenum had bled some days 
previously, but this hemorrhage had com- 
pletely ceased and the area was healing over. 
At this stage of the process of healing, a 
thrombotic artery had formed, releasing an 
embolus which lodged in the mesenteric ves- 
sel, producing mesenteric thrombosis with 
the symptoms presented. 


The treatment is abdominal section; right 
rectus abdominal incision with possible intes- 
tinal resection. 


Solution by Dr. Van Alstyne 


This case was presented as a “problem 
case” because of the not-infrequent diagnosis 
of “acute appendicitis,” in cases of perforated 
duodenal ulcer with drainage downward into 
the cecal pouch. These cases have been 
treated by appendectomy and the perfora- 
tion of the ulcer found later, at autopsy. 


With this in mind, I was especially cautious. 
I realized that bleeding ulcers seldom per- 
forate, but in this case, with a penetrating 
ulcer of at least three years’ duration, per- 
foration had to be considered. If this patient 
had had no ulcer history, the diagnosis would, 
without question, have been fulminant acute 
appendicitis. Against perforated ulcer was 
the gradual onset and the absence of board- 
like rigidity. 

A diagnosis of acute appendicitis was, how- 
ever, made and an operation performed 
through a McBurney muscle-splitting incision, 
with the following findings: Edematous peri- 
toneum; large amount of sanguino-purulent 
fluid on opening the peritoneum; appendix 
lying in a retrocecal position and covered 
with plastic exudate. 

The pathologist’s report: “Gross:—This ap- 
pendix is about 8.0 cm. long and up to 1.0 
cm. in diameter. To it is attached a markedly 
thickened mesentery. When examined, this 
appendix had been fixed in formalin; how- 
ever, evidence of extreme inflammation is 
seen in the dark color of the organ and the 
friability of the walls. It is covered with a 
dull film of fibrin. Microscopic:—Sections re- 
veal an extreme inflammation, which has de- 
veloped into a gangrene that has destroyed 
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| Learned About Patients 
(By Being One) 


LL children have misadventures, but mine 
seem to have been worse than the or- 
dinary run. At the age of three years I was 
nearly drowned; at six I was laid up for three 
months with a cut knee, had diphtheria, and 
fell astride a picket on a fence, fainted and 
had to be rescued by the neighbors with a 
ladder. There was a good deal of hemorrhage 
and much discomfort. From this time on, 
for nine years, I suffered severe headaches, 
which were later found to be due to eye- 
strain. Moreover, my teeth were poor, so 
that I lost them at an early age, and have 
never been able to get satisfactory plates. At 
about twelve I was mixed up with a runaway 
horse, had my clavicle fractured and lost my 
right eyebrow. 

Other jinxes pursued me during my years 
in medical school, where I suffered a fall 
from a street car, causing uterine displace- 
ment with subsequent dysmenorrhea, and two 
falls down stairs, resulting in a dislocated hip 
and a badly sprained ankle. I was finally 
graduated, however (women doctors were 
rare in 1893), and was married (first time) 
the same year. After a miscarriage, a still- 
birth and several curettements, I decided to 
give up having babies. 

Since then they have been removing me, 
piece by piece. I have given up, one by one, 
my appendix; my right ovary; my uterus; my 
left kidney; and three gallstones, weighing 
480 grams. In addition, I have had several 
operations for vesico-vaginal fistula (now re- 
paired); one on my bladder and one for di- 
verticulitis; and have suffered with amebic 
dysentery, phlebitis, varicose veins, stricture 
of the sigmoid, several abscesses, uremia and 
arthritis of the hips and knees—haven’t been 
able to squat for years. This has not been 
imaginary. All of my operations have been 
definitely indicated. 

From these personal adventures as a pa- 
tient, and from my professional experience I 
have learned a number of things, and here 
are some of them: 

Any person who makes medicine or surgery 
his life’s work must be human in that work. 

A surgeon must be an anatomist first; other- 
wise, he is liable to cut out a ureter for an 
adhesion, or a mass of fat for an enlarged 
gland. A specialist who does not do bimanual 
examinations should have some one who does 


to help him; or specialist and general sur- 
geon can work better together in certain con- 
ditions. 

More care is needed in replacing the ab- 
dominal organs during an operation. It is 
never the incision that kills. It is the han- 
dling. So make a cut large enough to get at 
things quickly; and get them back where they 
belong, not just into the belly. 

After a major operation, if pain persists, do 
not insist that there is nothing to cause the 
pain, until you see and know what was left 
and what is causing it. 

Be sure that the condition is pelvic and not 
of abdominal origin, if you work through the 
vagina. It is poor policy to try to do ab- 
dominal surgery through the pelvis. 

If an intellectual patient asks you an in- 
telligent question, answer him accordingly. 
If you can’t, be honest enough, to him and to 
yourself, to say you don’t know, but you'll 
find out. Don’t say it depends on the pa- 
tient’s psychology, or he may come back, 
“Psychology be .... hanged! Why operate?” 

Never make light of a patient or make 
crude jokes at his condition; put yourself in 
his or her place sometimes. 

When there is more than one nurse on a 
case, write instructions for each one; other- 
wise, it may happen that an order for one 
nurse is carried out by all three, or what is 
intended for all three, is understood to be only 
for the nurse instructed. 

The practice, by any surgeon or medical 
person, of giving the same orders for all 
cases is a poor idea. Not everyone can take 
morphine sulphate, barbital preparations or 
enemas; some do have to be catheterized; 
each has his own idiosyncrasies. Mine are 
dyes, minerals and narcotics. 

I thank God that I am of the medical pro- 
fession, to know and esteem the fine men and 
women I have met and who have all been so 
kind and courteous to me, and that I am 
still alive—what is left of me. 

L. Erra Farmer, M.D. 

Folsom, Calif. 


[Some of us think we have had rather 
tough times, but one wonders how many of 
us have gone through one-quarter of what Dr. 
Farmer has suffered and can still say we are 
glad we are alive. 
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Her briefly-sketched story and her sound 
and pertinent suggestions are well worth 
pondering over.—Eb. | 


oe—_————- 


Fundamentals of Infant Feeding* 


| N the preparation of a formula, cow’s milk is 

nearly always the basic ingredient. Need- 
less to say, it should be clean and free from 
pathogenic organisms. Cow’s milk is intended 
for the calf and usually requires some modifi- 
cation for the digestive system of the infant. 
All the methods of feeding aim at rendering 
the casein of the cow’s milk more digestible. 
This is done in a variety of ways: by simple 
boiling; by the process of drying or evapora- 
tion; by adding acids—lactic, citric, hydro- 
chloric or acetic—or by adding alkalies, such 
as lime water, sodium bicarbonate or sodium 
citrate. 

That modification of cow’s milk is needed, 
no one will seriously question, but the at- 
tempt to modify it to resemble breast milk 
quantitatively is unsound, because of the vast 
difference in the quality of the protein consti- 
tuents. The modification of cow’s milk should 
not be an attempt to simulate breast milk. It 
should aim at the production of a digestible 
formula not too dilute and at the same time 
not too concentrated. The mixture should 
contain proteins, fats and carbohydrates in 
sufficient quantities to assure proper growth 
and development. 

A liberal supply of fluids is essential. It 
is a good plan to incorporate a large portion 
of the required fluids in the formula, in order 
to reduce the rather abundant protein, fats 
and salts of cow’s milk and to permit the ad- 
dition of essential carbohydrates without 
undue concentration. Furthermore, the ad- 
dition of water to the formula reduces the 
necessity of giving so much fluid between 
feedings, thus allowing longer rest periods. 
It is estimated that the infant’s fluid require- 
ment, including milk, is at least 21% ounces 
per pound of body weight per day. In order 
to assure an abundance of fluid, boiled water 
must be offered several times daily between 
feedings. Water should not be forced. If 
it is needed the infant will take it; if not, his 
fluid needs are being fulfilled with the 
formula. 

Adequate protein intake is of primary im- 
portance for proper growth and development. 
Without protein there is no growth or de- 
velopment. There are many proteins in nature, 
but all do not have the same growth-promot- 
ing qualities. The growth-promoting qual- 
ities (or the biologic value) of a protein are 
determined by the abundance or lack of 
certain amino acids, which are the building 
stones of the protein molecule. Lactalbumin 
and casein are the two proteins common to 
all milks. Lactalbumin is one of the richest 


*J. Ind. State Med. Assn., Dec., 1934. 


FEEDING 


357 


sources of the indispensable amino acids. 
Casein is not a good source of some of them, 
while at the same time it constitutes a large 
portion of the cow’s milk protein. Lactal- 
bumin, on the other hand, constitutes the 
larger part of breast milk proteins. Obviously 
the infant must have a greater quantity of 
protein for his growth needs when cow’s 
milk is given than when breast milk is 
supplied. 

Cow’s milk contains a little more than half 
the amount of carbohydrate found in breast 
milk and experience has shown that the in- 
fant’s formula must contain at least as much 
sugar as is found in breast milk. Since cow’s 
milk is usually diluted, and since it already 
contains a comparatively small amount of 
sugar, the necessity of adding sugar to the 
formula becomes obvious. Furthermore, sugar 
is the ideal type of food to increase the energy 
value of the formula, because it is assimilated 
with the least effort. The carbohydrate needs 
are fulfilled if one simply adds one-fourth 
ounce of sugar to each five ounces of total 
formula. The type of carbohydrates added to 
the cow’s milk mixtures usually is a matter 
of individual preference. Some physicians 
prefer malt sugar; others cane sugar or lac- 
tose. A sugar of the dextri-maltose type 
seems to be the most consistently and uni- 
versally satisfactory. 

In planning a formula attention is called to 
the fact that it is necessary to remember only 
the following three points: 

1—Two and one-half ounces of fluid (in- 
cluding the milk) per pound of expected 
weight. Note that this figure also determines 
the total quantity of the day’s formula. 

2—One and three-fourths to two ounces of 
milk per pound of expected weight to fulfill 
the protein requirements for growth. 

3.—-One-fourth ounce of carbohydrate for 
each five ounces of total formula. 

The addition of other foods to the infant’s 
diet may be regulated according to the 
physician’s preferences. Cereals are recom- 
mended first, because the infant’s digestive 
system readily adapts itself to carbohydrates. 
Cereal is a good food with which spoon feed- 
ings may be practiced. Thereafter the giv- 
ing of other solid foods usually presents no 
difficulties. 

Pureed vegetables should be added to the 
diet at the age of four or five months. These 
foods offer an added source of vitamins and 
mineral salts, one of the most important of 
which is iron. Nutritional anemia is uncom- 
mon in infants who have had the benefits of 
accessory foods early in life. 

Egg yolk may be added at five or six 
months. It supplies protein, fats, mineral 
salts, including iron, is a rich source of vi- 
tamin A and contains an appreciable amount 
of vitamin D. It is conveniently given hard- 
boiled or soft-boiled and mixed with cereal. 
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Ripe mashed banana, apple sauce and 
pureed apricots and prunes at the age of six 
or seven months, not only offer further 
sources of vitamins and minerals, but are 
valuable in overcoming or preventing any 
tendency to constipation. 

Other additions to the diet can be made 
rapidly from eight months on, until by the 
end of the first year the infant is taking 
cooked cereal, vegetables, fruits and foods 
rich in protein, such as eggs, meats and 
cheese. 

Mothers should begin to teach the infant 
to drink from a cup in the latter half of the 
first year. Often the bottle can be discarded 
at twelve or thirteen months. Frequently, at 
this age, a three-meal schedule can be in- 
stituted. 

Harotp D. Lyncu, M.D. 

Evansville, Indiana. 

—_——_——— 


Emptying the Bladder of a Prostatic 
Patient 


[™ the September, 1934, issue of CLINICAL 
MEDICINE AND SuRGERY (p. 421) there ap- 
pears an article on “Positional Urination in 
Prostatic Hypertrophy.” The author does not 
say how much influence his treatments and 
medication had upon these good results, nor 
does he say how much residual urine re- 
mained in the bladder after urinating. 

I have my patients use the forward-bending 
position, but while sitting down on the toilet 
seat and gradually pushing the spread fingers 
of both hands well down behind the pubis, 
working them up and down until the blad- 
der is empty. They sleep from 8 to 10 hours 
without getting up, urinate only 3 or 4 times 
during the day and would not trade this 
method for a prostatectomy; but there is al- 
ways a little residual urine, which appears 
to be perfectly normal and gives rise to no 
disturbance at any time. 

D. H. Nussaum, M.D., ME. 

Jackson, Minn. 

—_—_—_———— 


Local Anesthesia For Intranasal 
Operations* 

|= applicator method of inducing intra- 

nasal anesthesia is far superior to the 
method of cocaine on cotton packs. The latter 
requires over half an hour for induction. The 
packs cover a large surface, increasing the 
chance of poisoning, and the resulting anes- 
thesia is poor, with an accompanying bloody 
field. The method of choice is the promotion 
of anesthesia by accurately placed cotton- 
tipped metal applicators, saturated with a 
solution of equal parts of epinephrin, 1:1,000, 
and cocaine, 10-percent. 

With the subject in a sitting posture, the 
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entire nasal cavity is sprayed with epi- 
nephrin, 1:1,000, immediately following with 
cocaine, 5 percent. This is repeated about 
four times, two minutes apart. The patient 
is cautioned against swallowing any of the 
solution. Between sprays the vibrissae are 
clipped short, the sinus areas watched for 
discharge and existing pathosis observed. 
Two of the saturated applicators, one behind 
the posterior tip of each middle turbinate or 
as near as any nasal deformity will permit, 
are introduced. 

The two remaining applicators are intro- 
duced into the vault of each naris as high 
and as anteriorly as they will go without in- 
jury to the cribriform plate of the ethmoid. 
The tips of these applicators should be es- 
pecially well protected by cotton and only 
enough force used to introduce them, as will 
wedge them firmly in place. The amount of 
cotton on each applicator may have to be 
changed until a good fit is obtained. The ap- 
plicators remain in place from ten to twenty 
minutes, depending how close to Meckel’s 
ganglion, with the deformities present, it has 
been possible to place them. 

This anesthesia is not effectual for frontal 
sinus work, except the nasal portion of the 
naso-frontal duct, and is not necessary for 
antrum puncture, where a cocainized appli- 
cator under the inferior turbinate is sufficient. 
The intranasal anesthesia, as elaborated, af- 
fords greater ease in working; a better and 
more complete operation; a shorter operating 
time. 

FRANKLIN F. Lang, M.D., 
LiEvTENANT COMMANDER, MEDICAL 
Corps, U. S. Navy. 


—————_e-—___—"——_- 


Dermatological Don'ts* 


Dot prescribe for a skin condition, until 
you are sure of the diagnosis. If there is 
any doubt, use a mild, palliative remedy. 

Don’t use strong lotions or ointments, unless 
the condition is chronic and lesions need stim- 
ulation. Remember, “the mild power cures.” 

Don’t bandage the skin lesion, unless the 
surface is excoriated and needs protection 
from extraneous matter. Let the skin breathe. 

Don’t prescribe calamine lotion, as every 
doctor uses this and the patients may call you 
the “Pink Doctor.” 

Don’t fail to write for a medicine to be 
taken internally by the patient. A laxative 
is always a good treatment. 

Don’t fail to prescribe tonics for anemics 
and nerve medicines for the neurotics. Kind, 
attentive listening to symptoms helps here. 

Don’t forget to order starch baths for 
urticaria and acute itching of the skin, also 
for dusting on the body. Starch is the baby 
powder of our grandmothers. 

Don’t fail to note idiosyncrasies, habit of 


*Am. Med., February, 1935. 
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scratching and self-inflicted lesions. Remem- 
ber, “If you scratch it, it won’t get well.” 

Don’t consider any statement or symptom 
trivial. “From the smallest acorn the mighty 
oak grows.” 


Don’t let patients use strong soaps. Mild 
and neutral ones are best. 

Don’t allow washing with soap and water 
in cases of eczema. Use a bland oil. 


Don’t fail to recognize that pigmented moles, 
old warts and elevated growths are a potential 
beginning for cancer of the skin. 

Don’t hesitate to send a difficult skin case 
to the dermatologist. A correct diagnosis and 
treatment may work wonders. 


Cuartes B. Campsett, Puar. D., M.D. 
Washington, D. C. 


_——e 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 


—_——_—_q—___—__ 


Treatment of Angiospasm* 


T O improve the peripheral circulation in ves- 
sels the seat of constrictor spasm, several 
means are at our disposal: 
1.—Alternate elevation and lowering of the 
limb. This exercise is capable of producing 


a better inflow and outflow of blood. It is ap- 
plicable to practically all cases of obscure 
pains in which the cause is a local ischemia. 
2.—Alternate applications of heat and cold. 
3.—The use of dry heat applied by means 
of electric bulbs. Great care must be exer- 
cised in not exposing the parts to too much 
heat. 
4.—Alternate suction and compression in an 
air-tight chamber—a method, suggested by 
Herrmann and Reid. It is too early to speak 
of its value in angiospastic conditions in the 
limbs. The limb is placed in a glass chamber 
and, by means of a special motor, air is al- 
ternately sucked out and forced in. Herr- 
mann’s apparatus, called Pavaex (from Pas- 
sive Vascular Exercise) and the device of 
Landis work on slightly different principles, 
but have the same underlying objectives. 
5.—The injection of sodium chloride solu- 
tion. This is most useful in thromboangiitis 
obliterans; it probably acts less by relieving 
spasms than by altering the state of the blood. 
6.—The administration of calcium has been 
found useful in Raynaud’s disease and allied 
conditions. The dose must be fairly large, 
from 0.5 to 1 gram (714 to 15 grains) of cal- 
cium gluconate, twice daily. The calcium 
should be given an hour before meals. 
7.—Acetyl beta-methylcholine chloride, com- 
mercially known as Mecholine or Mecholyl, 
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has experimentally and clinically been found 
to cause vasodilatation. Its administration is 
made a little difficult by the fact that it is 
exceedingly deliquescent. The dose by mouth 
is 0.2 to 0.5 gram (3 to 7% grains), three 
times a day, best dissolved in a little water 
and then mixed with milk. It may also be 
given subcutaneously—never intravenously— 
in doses of 5 to 10 mg., to be increased up to 
25 mg., according to the patient’s tolerance. 
Recently Kovacs and Doane administered it 
by the method of iontophoresis, which intro- 
duces the substance electrically into the limb. 

In some cases, especially in acrocyanosis, 
endocrine preparations may be useful. Theelin 
has been tried. 

8.—Parathyroidectomy in the treatment of 
Raynaud’s disease has given encouraging re- 
sults, but further observations are necessary 
before a final judgment can be reached. 

Davin Riesman, M.D., Sc.D., F.A.C.P. 
Philadelphia, Pa. 


The Seminar 
(Continued from page 355) 


the mucosa, and largely destroyed the muscle. 
A layer of fibrin is on the surface. All parts 
are thickly infiltrated by many polymor- 
phonuclear leukocytes. Pathologic diagnosis:— 
Gangrenous appendicitis.” 


Problem No. 7 (Obstetric) 


Presented by Dr. W. A. Newman Dorland, 
Chicago, Illinois 


nA A. B., 38 years of age, had missed 
four menstrual periods. She had given 
birth to three children by normal labor. The 
youngest child was four years old. With the 
exception of the amenorrhea, she presented 
no symptoms. Her temperature and pulse 
were normal; the systolic blood pressure was 
126; there was a slight trace of albumin in the 
urine; she was slightly constipated; there 
were no pains and no headache nor eye 
symptoms. Suddenly, one night, she suffered 
a profuse, painless hemorrhage from the 
uterine cavity. 

Physical examination showed an oval 
uterine body reaching up to the umbilicus, 
smooth in outline, without perceptible nodu- 
lar formations. No fetal heartbeats nor fetal 
movements could be detected. There was no 
sensitiveness on abdominal palpation, and no 
fetal parts could be felt. The cervix showed 
slight laceration, was very soft, the os not 
patulous. 


Requirement: What is the probable condi- 
tion, and what treatment is indicated? 





THUMBNAIL THERAPEUTICS 
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Psychogenic Insomnia 


Y far the most numerous and most dif- 

ficult cases of insomnia are of psychogenic 
origin and should be classed as psycho- 
neuroses. These are the cases in which the 
patient says, “If I could only get some sleep, 
I would be all right.” 

The treatment, in order of importance, is: 
psychotherapy, physical therapy and drugs, 
but all three must be used together, in order 
to achieve satisfactory results—Dr. Gorpon 
R. Kamman, in Minn. Med., March, 1935. 


Oxygen in Coronary Disease 
O XYGEN is of definite therapeutic value in 

the treatment of cardiac conditions and 
is of special value in coronary disease, as it 
combats the chief cause of death, myocardial 
anoxemia.—Dr. C. F. Davis, Jr., in W. Va. 
M. J., Feb., 1935. 


aD 


Hydrochloric Acid as a Germicide 


C HLORINE has been known as a potent 

germicide in laboratories, but clinically 
no means for its successful use in infected 
wounds or ulcers has been found, so far as 
I know, except in the form of Dakin’s solu- 
tion. 

Presented with the many problems inci- 
dent to ulcers and infected wounds, I de- 
termined to try cleaning, irrigating and 
dressing these lesions with a solution of 
1:250 hydrochloric acid. With its great chlo- 
rine content I could see no reason why it 
might not be useful on such lesions. 

Results were all I could hope for and I am 
using the hydrochloric acid in all infected 
foci to which one may apply it, but as yet 
I am not in a position to recommend any 
particular strength of the solution for other 
infections of eye, rectum, urethra or colon.— 
Dr. Burr Fercuson, in Med. World, Apr., 
1935. 

Se nN 


Morphine 

| AM unable to understand why many doc- 

tors are afraid of morphine, which I use 
frequently and have used frequently, particu- 
larly in the treatment of pneumonias and in 
the treatment of cardiac failure—Dr. Rost. 
B. Preste, in Bul. Evanston Br. Chicago 
M.S., Nov., 1934. 


Severe Hemorrhagic Typhoid Fever 
Cured by Immune Transfusion 


A case of severe typhoid fever with vari- 
ous hemorrhages, including an intestinal 
hemorrhage of extreme abundance which 
threatened the patient’s life, was cured by a 
massive transfusion of blood from two im- 
munized donors—Drs. TREMOLIERES AND 
TZANCK in Bull. et mém. Soc. méd d. hép. de 
Paris, June 13, 1932. 


——_—_—-@-—__- 


Allergic Reaction to Cocaine 


| two cases I have seen allergic reactions 
follow the use of cocaine in the nose. In 
one there was a severe attack of broncho- 
spasm whenever the drug was used and a 
skin test showed erythema. This patient 
was not sensitive to Butyn nor to procaine. In 
the other case, death followed, which may 
have been due to the drug—Gego. L. Watp- 
Bott, M.D., in J. A. M. A., Dec. 3, 1932. 


—_—_—_—_—_——e 


No Salts in Dehydration 


N dehydrated patients, the worst possible 

practice is to give saline laxatives for con- 

stipation—The Neuro-Therapist, Sept., 1934. 
a 


Malta Fever 


A CAse of Malta fever (confirmed by the 
government laboratory at Washington) 
was treated with intravenous injections of 
hydrochloric acid, 1:500, and Metaphen, 
1:1,000, alternated and given in 10 cc. doses, 
daily, until 10 doses of each had been given. 
After 5 injections of each remedy, the patient's 
temperature became normal, and at the end 
of 30 days he appeared to be entirely well. 
—Dr. C. W. Baynuam, of Amarillo, Tex., in 
Med. World, Jan., 1935. 


—_——e 


Anti-Streptococcus Serums 


[MMUNITY to scarlatina is strictly antitoxic 

—not anti-bacterial—but may be conferred 
by injections of toxoid. 

The antitoxic serum of Dochez neutralizes 
the toxins of several strains of streptococci, 
especially of scarlatina, but does not prevent 
complications. 

For streptococcic skin infections, gentian 
violet and acriflavine are the most potent 
remedies.—Dr. W. T. Lonccore, Johns Hop- 
kins Univ., Baltimore, Md. 





NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


The love of books is a love which requires 
neither justification, apology nor 
defense.—LANGFORD. 


Copeman: Rheumatism 

HE TREATMENT OF RHEUMATISM IN 

GENERAL PRACTICE. By W. S. C. Cope- 
man, M.A., M.B., B.Ch. (Contab.), M.R.C.P. 
(London), Hon. Physician, B.R.C.S. Clinic for 
Rheumatism, Peto Place; Assistant Physician, 
West London Hospital, Children’s Department, 
and Hospital of St. John and Elizabeth; Physi- 
cian, Cheyne Hospital; etc. With a Foreword 
by Sir William Hale-White, K.B.E., M.D., 
F.R.C.P., Hon. LL.D., Consulting Physician to 
Guy’s Hospital; etc. Second Edition. Balti- 
more: William Wood & Company. 1935. 
Price, $3.25. 

There are many highly technical books on 
the etiology, pathology, diagnosis and treat- 
‘ment of rheumatism, but most of them seem 
to presuppose that the patient will be in an 
elaborately equipped hospital, where compli- 
cated laboratory examinations and expensive 
methods of treatment are always available. 

Here is a plain and straightforward talk 
about rheumatism, for general clinicians who 
have to treat these unfortunate patients in 
their homes, with such measures as are at 
hand or as the families can afford. It is ob- 
viously written by a man who knows, by 
practical experience, exactly what he is talk- 
ing about, and who, like many of our British 
confreres, has a much better grasp of the art 
of medicine than is possessed by one in a 
thousand of our own medical men. 

The suggestions regarding diagnosis and 
treatment are not more or less vague gen- 
eralities, but direct, detailed and explicit 
plans for the long and tiresome treatment 
which these patients require, with no point 
left to the imagination which any reasonably 
intelligent and well-trained physician cannot 
readily supply. 

The management of rheumatic fever is built 
around the statement, “The treatment of acute 
rheumatism ultimately consists in the preven- 
tion of heart disease.” 

The distinctions between rheumatoid or 
atrophic, and osteo- or hypertrophic arthritis 
are so clearly drawn that they will not be 
forgotten. 

Although Mr. Copeman is fully satisfied 
that rheumatism is a constitutional or “dia- 
thetic” disease, in which heredity, allergy, 
diet, the endocrines and other factors are im- 
portant, and drugs in general are of minor or 
symptomatic value, his brief but pointed dis- 


cussions of the medicaments to be employed 
are remarkably adequate. Diet and all sorts 
of physical measures are also dealt with in 
the same competent and personally assured 
manner. 

The literary style is so easy and conversa- 
tional that one reads on and on, as if it were 
a novel, and after a bit is surprised to find 
how much really usable information he has 
absorbed. 

No physician who treats even one case of 
acute or chronic rheumatism in a year can 
afford to deny himself the real help this 
moderate-sized and modestly priced book can 
give him; and it is safe to say that there are 
very few medical men in the United States 
who could read this volume from cover to 
cover without learning a great deal about the 
practical management of rheumatic patients, 
which they did not know before. 


soditineabanatinns 
Macleod: Physiology In Medicine 


HYSIOLOGY IN MODERN MEDICINE. 

By J. J. R. Macleod, M.B., LL.D., D.Sc., 
F.R.C.P., F.R.S. Regius Professor of Physi- 
ology in the University of Aberdeen, Scot- 
land, etc. Assisted in the present edition by 
Philip Bard, Professor of Physiology, Johns 
Hopkins University School of Medicine; Ed- 
ward P. Carter, Adjunct Professor of Med- 
icine, Johns Hopkins University and Associate 
Physician, Johns Hopkins Hospital; J. M. D. 
Olmsted, Professor of Physiology, University 
of ‘California; J. M. Peterson, Lecturer in Ex- 
perimental Physiology, University of Aber- 
deen; N. B. Taylor, Professor of Physiology, 
University of Toronto. Seventh Edition. With 
297 Illustrations, Including 7 Plates in Colors. 
St. Louis: The C. V. Mosby Company. 1935. 
Price, $8.50. 

There are plenty of excellent textbooks on 
physiology, but few or none of them lay spe- 
cial stress upon the application of the facts 
presented in the routine practice of medicine. 
This work fills that gap, being a guide to the 
clinical applications of modern physiology and 
biochemistry. 

The present (seventh) edition has been re- 
vised as extensively as is necessary to bring 
the material up to date and include the results 
of the most recent research along these lines. 
The entire field is covered, and helpful illus- 
trations, including a number of color plates, 
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are inserted wherever they are needed. At 
the end of the book there is an exhaustive 
bibliography and an ample index. 

The average physician’s knowledge of the 
modern conceptions of physiology is inade- 
quate. Every clinician should have a good, 
up-to-date work on this subject and should 
study it freely and extensively. For such 
study, this large and well made volume is 
especially well adapted, because the inclusion 
of the practical clinical connotations of the 
various facts presented relieves it of that 
“dryness” which busy clinicians are too apt 
to complain of, in connection with treatises on 
“pure science.” 

—— 


Craig: Amebic Dysentery 


MEBIASIS AND AMEBIC DYSENTERY. 
A By Charles F. Craig, M.D., M.A. (Hon. 
Yale), F.A.C.P., F.A.C.S., Colonel, United 
States Army, Retired. D.S.M. Professor of 
Tropical Medicine and Head of the Depart- 
ment of Tropical Medicine, School of Med- 
icine, Tulane University of Louisiana, New 
Orleans, La.; Formerly Commandant, Army 
Medical School and Director of the Depart- 
ment of Clinical Pathology and Preventive 
Medicine, and Assisant Commandant, Army 
Medical Center, Washington, D. C. Illustrated. 
Springfield, Ill. and Baltimore, Md.: Charles 
C. Thomas. 1935. Price, $5.00. 

Since we have discovered that amebic dys- 
entery is not confined to tropical and sub- 
tropical countries, but may be encountered in 
any part of the United States, it behooves all 
medical men to familiarize themselves with 
the diagnosis, symptoms, prophylaxis, epidemi- 
ology and treatment of this dangerous disease, 
so as to be prepared for any eventuality. 

Here is a beautifully presented and exhaus- 
tive treatise, covering all phases of the sub- 
ject, by one of the world’s outstanding ex- 
perts. The text is clear and explicit, and is 
pointed-up with pertinent illustrations, when 
these are required. 

To the best of our knowledge, there is no 
other single volume available, in which the 
student and practitioner can find all the mod- 
ern information on amebiasis and amebic 
dysentery between two covers. 


——————_@—__—_——_- 


Novak: Woman's Medical Problems 


tT WOMAN ASKS THE DOCTOR. By 
Emil Novak, M.D., F.A.C.S., Honorary D.Sc. 
(Dublin), Associate in Gynecology, Johns 
Hopkins Medical School; Former Vice-Presi- 
dent, American Gynecological Society. Illus- 
trated by Carl Clarke. Baltimore: The Wil- 
liams & Wilkins Company. 1935. Price, $1.50. 

Here is a book that the members of the 
medical profession may prescribe for their 
female patients, without hesitation for fear of 
over prescription. It is quite evidently writ- 
ten for those women who have no, or prac- 
tically no knowledge of the construction and 
functions of the reproductive organs and al- 
lied glands of the female body; it does not 
go into detailed accounts, thus avoiding the 
chance of installing the practice of self-diag- 
nosis and medication, which is so apt to 


NEW BOOKS 








Clin. Med. & Surg. 





occur with women afflicted with feminine ail- 
ments. 

This volume, dealing as it does with sex 
history, puberty, menstruation, the meno- 
pause and disorders peculiar to the female 
reproductive system, should do a great deal 
toward relieving the average woman of her 
timidity in matters dealing with those sub- 
jects and, in so relieving, help the members 
of the medical profession in their attempt to 
overcome the handicaps they find in handling 
such cases. It also should prove popular with 
those people, parents and educators, whose 
duty it is to impart knowledge of this sort to 
young girls and women, for it gives one a 
talking knowledge in a subject that has been 
and still is, to a great extent, taboo in society 
as a whole. 

J. R. C. 


—_———_e-———— 


Klemperer: Progress in Medicine 


K LINISCHE FORTBILDUNG. Herausgege- 
ben von Prof. Dr. Georg Klemperer, Berlin. 
2. Jahresband. Mit 176 Abbildungen im Text 
und 7 farbigen Tafeln. Berlin und Wien: 
Urban & Schwarzenberg. 1934. Geh. RM 
30.—; geb. RM 35.— 

This beautifully made volume of Klemper- 
er’s excellent series contains chapters or 
articles on Childhood Tuberculosis; Percu- 
taneous Therapy; Endometriosis; Broncog- 
raphy; Myositis; Calcium Therapy; and a 
number of others, each written by an author- 
ity in his particular field. The illustrations, 
while not numerous, are first rate. Physicians 
who read German will find the book very 
interesting and helpful. 


—— —--@ ——— 


Tubby: Psychic Science 


PSYCHICS AND MEDIUMS. A Manual 

and Bibliography for Students. By Ger- 
trude Ogden Tubby, B.S., Former Secretary 
of the American Society for Psychical Re- 
search, Author of “James H. Hyslop—xX, His 
Book.” Boston: Marshall Jones Company. 
1935. Price, $2.00. 

The “unknown world” of our grandfathers, 
in which lurked, unsuspected, not merely the 
airplane, x-rays and the radio, but also talk- 
ing pictures, the electric refrigerator and, to 
a considerable extent, the telegraph and the 
telephone, is now so thoroughly known that 
it has become a daily commonplace. 

It seems probable that our grandchildren 
will look back with wonder upon our doubts 
and questionings regarding the reality of that 
presently intangible field of scientific research 
which we speak of as psychic phenomena 
and which constitutes our “unknown world.” 

The author of this volume has done a real 
service to scientists of the future by setting 
forth in an impersonal and objective manner 
the facts along this line which have been 
solidly verified, and in pointing out the direc- 
tions in which further scientific researches 
may be pursued and suggesting the technics 
to be employed. 

She rightly and logically says: “Spurious 
imitations have brought psychic gifts under 
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a cloud of censure. It would be as logical 
to blame money for its counterfeiters and de- 
faulters, or to discard all medicine because 
there are medical quacks.” And further: 
“One honest evidential piece of work, by the 
humblest-minded private psychic, discounte- 
nances the whole raft of blatant self-adver- 
tisers, who seek a place, not under the sun, 
but in the limelight.” And once again: 
“Our tomorrow will not dawn for us until 
we have done a vast amount of careful work 
and drawn sound conclusions and hypotheses 
therefrom.” 

Here is a soundly scientific presentation of 
the present position of psychic research, 
written by one who speaks with the authority 
of extensive and varied personal experience, 
digested by a logical and well-balanced mind. 
An excellent bibliography of the subject is 
appended. 

Those who are not hermetically sealed at 
the top can hardly afford to deny themselves 
the valid information contained in _ this 
meny brief and wholly straightforward 


—_—_——_—— 
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Harrington: Critique of 
Psychoanalysis 


ISH-HUNTING IN THE UNCONSCIOUS. 

An Analysis of Psychoanalysis. By Milton 
Harrington, M.D., Psychiatrist, Institution for 
Male Defective Delinquents, Napanoch, N. Y. 
New York: The Macmillan Company. 1934. 
Price, $2.50. 

Except for those who have been effectually 
converted to the dogmatic religion called 
psychoanalysis, the validity of Freud’s basic 
concepts is now very generally discredited or 
rejected, on practical and common sense 
grounds; but for those who are still in doubt, 
Dr. Harrington has here discussed the Freu- 
dian doctrines in such a clear and logical 
manner that their thoroughly unscientific 
nature is made abundantly clear. In showing 
that the chief value of psychoanalysis is as 
a “face-saving” device, he has performed a 
worthy service. 

When, however, he attempts to present an 
alternative to psychoanalysis, in the form of 
mechanistic, instead of motivistic, psycho- 
pathology, he is by no means so successful, 

ause, in spite of the vociferations of the 
steadily diminishing ranks of the hard-boiled 
materialists, the fact remains that man is far 
more than a mere physical mechanism. 

Those who have rejected psychoanalysis 
will find their position strengthened by this 
volume; those who are undecided will find 
their doubts dispelled; those who love a con- 
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troversy will enjoy it. There is little in the 
book which will help the busy clinician in his 
work, 


————_@-——__—_- 


Campbell: Personality and 
Environment 


UMAN PERSONALITY AND THE EN- 

VIRONMENT. By Charles Macfie Camp- 
bell, M.D., Professor of Psychiatry, Harvard 
Medical School. New York: The Macmillan 
Co. 1934. Price, $3.00. 

The intent and purpose of the subject mat- 
ter of this book seems to be to present a more 
complete understanding of personality and its 
relation to environment, through cause and 
effect. The material, while not startingly new 
in idea, has been arranged in such a manner 
as to enable one to grasp a better working 
knowledge of individual personality as we 
find it in our every-day contacts. For the 
most part, it consists of statements of scien- 
tific facts, and these facts, as to how they 
affect personality, are illustrated by numerous 
borrowings from biographies of famous men 
and women. It is not a source of many new 
ideas nor is it apt to be the basis for a new 
trend of thought, but it is an excellent tool 
for the student of psychology to use in culti- 
vating the knowledge that he has gathered 
before, by other means. 

ERC 
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Look for THE LEISURE HOUR among the 
advertising pages at the back. 
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Weiss and Snyder: Keeping Young 
| EEPING YOUNG IN BUSINESS. By E. B. 


Weiss and Louis L. Snyder. New York 
and London: Whittlesey House, McGraw-Hill 
Book Company. 1934. Price, $1.75. 

The physician of today is or ought to be a 
business man, so this book is for him, as well 
as for any other. 

This is largely a treatise on learning to read, 
for the proper kind of reading is one of the 
best ways to keep the mind and the soul 
young and supple. There are helpful chapters 
on how to use the hours that most people 
waste; on hobbies (which are of great im- 
portance!); on the care of the body, including 
sleep; on bossing one’s self; and various 
others. But the chief point stressed is that 
the active mind does not grow old, and he 
who has learned to use his mind has found 
Ponce de Leon’s fountain. 

Every man and woman ought to read this 
book. Those who are happy and successful 
have worked out its lessons for themselves, 
and will be pleased to find support for their 
discoveries and ideas. Those who are not in 
that fortunate situation will obtain practical 
suggestions as to how to get there. 
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New President of the A.M.A. 


A’ the June, 1935, meeting of the American 
Medicai Association, at Atlantic City, N. J., 
Dr. James S. McLester, of Birmingham, Ala- 
bama (shown at the right in the picture 
above) was installed as president, and Dr. 
J. Tate Mason, of Seattle, Wash. (at the left), 
was chosen as president-elect, to be installed 
at the 1936 meeting, at Kansas City. 
eeecntcngiipanemmens 


Col. Keller Honored 


Ao officers are generally retired, on their 

own request, after 30 years of service, or 
at the age of 64, on three-quarters pay; but 
Col. William L. Keller, Medical Corps, Com- 
mandant and chief surgeon at Walter Reed 
Hospital, Washington, D. C., whose fame in 
chest surgery is world wide, has been hon- 
ored by special treatment by the Congress. 
At his present age of 60, he is to be retired 
on full pay for the rest of his life, with the 
unique title and duties of “Consultant in Sur- 
gery for the Army Medical Center.” 


————_@—_-_—- 


Human Litter Growing Up 


T= first birthday of the Dionne quints, 
celebrated on May 28, 1935, has stimulated 
some fact-finder, who wrote in the Chicago 
Tribune for June 4, 1935, to dig up the in- 
formation that there is a set of quadruplets 
in Oklahoma that have recently passed their 
twentieth birthdays—the only such group to 
reach adulthood. Another litter of four, in 
Michigan, has reached the age of five years 
within the past few weeks. These are tri- 
umphs of modern medical care, if nothing else. 








New York Graduate Fortnight 


T= eighth annual Graduate Fortnight of 

the New York Academy of Medicine will 
be held October 21 to Nov. 2, 1935, and will 
be devoted to a consideration of diseases of 
the respiratory tract. An excellent program 
of work has been prepared. 

For complete information, write to Dr. 
Frederick P. Reynolds, 2 E. 103d St., New 
York City. 


ee —_@-——_———_- 


Mississippi Valley Medical Society 


A, medical organization to be known 
as the Mississippi Valley Medical Society 
was formally organized at Quincy, Illinois, on 
April 8. The sole purpose of the new society 
is to hold an annual meeting each autumn, 
devoted to intensive postgraduate instruction 
and conducted by the leading clinical teachers 
of the United States. The programs will be 
eminently practical and of particular interest 
to the general practitioner. 

The society will especially appeal to the 
physicians of Illinois, Missouri and Iowa, and 
the annual meetings will be held in cities on 
the Mississippi River in these states. The first 
meeting will be held in Quincy, IIl., October 
2, 3 and 4, 1935. 

Membership in the society will be open to 
all ethical physicians who hold membership 
in their respective state medical societies. 
Ethical physicians interested in the new or- 
ganization are urged to communicate with 
Harold Swanberg, M.D., Secretary-Treasurer, 
211-224 W. C. U. Bldg., Quincy, Illinois. 


—— 


Safe Spectacles for the Color-Blind 


C OLOR-BLIND people have serious trouble 
in driving an automobile, because they 
cannot distinguish the colors of the traffic 
signals. 

Dr. Vernon A. Chapman, of Milwaukee, has 
solved this problem. Since black is the ab- 
sence of all color, it looks alike to all people; 
and since red lights are the ones that are most 
important, all that is necessary is to wear 
spectacles, or top segments on the ones al- 
ready worn, which will filter out all red rays. 
Then, if the signal looks black, it is red, and 
if it appears to be any other color, it is green 
or yellow. 
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Campho-Phenique in Major and Minor 
Surgery. Campho-Phenique Company. 
The Pneumonic Lung. 
Signs and _ Pathology. 
Chemical Mfg. Co. 
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Biscoff Pharmaceutical Specialties. 
Ernst Bischoff Co., Inc. 
Vera-Perles of Sandalwood Compound. 
The Paul Plessner Co. 


Taurocol. The Paul Plessner Co. 


Specific Urethritis—Gonosan “Riedel.” 
Riedel & Co., Inc. 


Science’s latest contribution to female 
sex hormone’ therapy — Progynon. 
Schering Corporation. 
Ergoapiol (Smith) and Glykeron—(for 
sample, send narcotic registry number). 
Martin H. Smith Co. 


The Illinois Post Graduate Medical 
School Bulletin. The Illinois Post 
Graduate Medical School, Inc. 


Inflammation and Congestion. Numoti- 


zine, Inc. — 
National Hay Fever Antigens. 
National Drug Company. 


Od Peacock Sul- 


The 


Descriptive Booklet. 
tan Co. 


Dilaudid, a Morphine Derivative. An 
Advance in Opiate Medication. Bil- 
huber-Knoll Corp. 


Dr. Weirick’s Sanitarium. 
Weirick. 


Dr. G. A. 


Fourth Edition of Diagnosis of Genito- 
Urinary Diseases and Syphilis. Od 
Peacock Sultan Co. 


From “Poultesse” to “Cataplasm-Plus.” 
Numotizine, Incorporated. 
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For the Failing Heart of Middle Life 
—Theocalcin. Bilhuber-Knoll Corp. 


Adreno-Spermin. The Harrower 
oratory, Inc. 


Lab- 


The Intravenous 
chloric Acid. 


Injection of Hydro- 
Loeser Laboratory. 


Dysmenorrhea — Hormotone. G. W. 
Carnrick Co. 

Endo Liver Extract in the Treatment 
of Pernicious Anemia. Endo Products, 
Inc. 


The Last Three Months. William R. 
Warner & Company, Inc. 

Journal of Intravenous Therapy. Loeser 
Laboratory. 


Whooping Cough Successfully Treated 
with Elixir Bromaurate (Literature). 
Gold Pharmacal Co. 


Introducing to Physicians Only; a de- 
pendable form of Vaginal Hygiene — 
Ortho-Gynol. Johnson & Johnson. 


Disorders of the Female Sex Cycle. 
Schering Corporation. 

Edwenil; A  Polyvalent Antibacterial 
Agent for use in Endotoxic Infections. 
Spicer & Co., Inc. 


The Rationale of the Synergistic Tonic. 
The Purdue Frederick Company. 
Menocrin. The 
Inc. 


Harrower Laboratory, 


Metaphen in Agar. Abbott Laboratories. 


Chondroitin ; for the treatment of Idio- 
pathic Headache. The Wilson Labora- 
tories. 

Eyes in the Night. 


Schering & Glatz, 
Inc. 
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Infected Wound Therapy. The Denver 
Chemical Mfg. Co. 


Obesity from an Underactive Thyroid— 
Thyractin. The Winthrop Chemical Co. 


Quinine Formulary. Merck & Co. 


Endothyrin for Use in Hyperthyroidism, 
etc. Harrower Laboratory. 


Novaldin. Winthrop Chemical Co., Inc. 


The Endotoxic Infections and their 
Control with Edwenil. Spicer & Co. 


Auri- Tussin in the Treatment of 
Whooping Cough. Zemmer Company. 


A Few Notes Regarding Psychoanaly- 
sis. Fellows Medical Mfg. Co. 


Abbott’s Tuniver Oil. Abbott Labora- 
tories. 


What Constitutes an Ideal Urinary An- 
tiseptic? Cobbe Pharmaceutical Co. 


The Treatment of Lobar Pneumonia. 
National Drug Co. 


Manganese. An Epitome of Recent Re- 
searchers in its Therapy. Crookes Lab- 
oratories, Inc. 


Parenteral Therapy of Sulphur. Loeser 
Laboratory. 


Cough. Its Symptomatic 
Martin H. Smith Co. 


The Therapeutic Value of Chemical 
Foods. Fellows Medical Mfg. Co. 


Treatment. 


Myocardin. Harrower Laboratory. 


Prophenal; Hypnotic, Sedative, 
Anti-spasmodic. Zemmer Co. 


and 


Diagnosis of Genito-Urinary Diseases 
and Urinalysis. (Berger.) Od Pea- 
cock Sultan Co., St. Louis, Mo. 


Supervised Radium Rentals. Quincy 
X-Ray and Radium Laboratories. 
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Feeding Diabetic Patients. 
atine Laboratories. 


Knox Gel- 


Yeast Vitamine - Harris. 
oratories. 


Harris Lab- 


Technic of the Injection Treatment of 
Hernia. Loeser Laboratory. 


Nasal Plastic Preparation. Phedrocaine 
Co., Inc. 


Dosage in Kruschen Salts Therapy. E. 
Griffiths Hughes Co. 


Physiologically Fertile and Sterile Pe- 
riods in the Menstrual Cycle. Menso- 
meter Co. 


Colloidal Zinc Borate — Hille. 
Laboratories. 


Hille 
Menstrual Regulation by Symptomatic 
Treatment. Martin H. Smith Co. 
Taxol. Lobica Laboratories. 


The Improved Hyperol. A _ Utero- 
Ovarian Tonic and Corrective. Purdue 
Frederick Co. 


Carbonoel, the Improved Tar 
pound. Carnot & Company. 


Com- 


Petrolagar. Petrolagar Laboratories, 


Inc. 


Phenlymercuric Nitrate. Associated 


Physicians Laboratories. 


An Unparalleled New Bactericide! Chi- 
cago Pharmacal Company. 


Your patient is a chemical complex, and 
Manganese plays an important role. 
Crookes Laboratories, Inc. 


When the Diagnosis is Hemorrhoids. 
Schering & Glatz, Inc. 


The Elongated Colon. Wm. R. Warnet 
& Co., Inc. 


Oral and Local Pyridium Therapy in 
the Treatment of Genito-Urinary Dis- 


eases. Merck & Co., Inc. 
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